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INTRODUCTION TO THE PORTFOLIO (Volume 1)
The portfolio contains work completed during the PsychD in Clinical Psychology. It 
is divided into two volumes as follows:
VOLUME 1
Volume 1 consists of an academic dossier, a clinical dossier and a research dossier.
The academic dossier contains four essays for each of the core placements covered 
during clinical training.
The clinical dossier contains summaries of all the core placements and specialist 
placements and summaries of the five clinical case reports.
The research dossier contains the service related research project (Year 1), the 
research log and the major research project (Year 3).
VOLUME 2
Volume 2 consists of the full clinical dossier of work completed during the PsychD in 
Clinical Psychology. It contains five case reports: one for each of the core placements 
and a case report for the Specialist Placement with the Sure Start Service for Under 
5’s, and documentation from the six placements undertaken (logbooks of clinical 
experience, placement contracts and clinical evaluation forms).
The work presented in both Volume 1 and 2 is presented in order of placement 
undertaken. This is to reflect the development of clinical skills over the three years of 
clinical training.
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Academic Dossier
Overview
The academic dossier contains the four essays from each of the core placements 
undertaken during the three years of clinical training.
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Compare and contrast the evidence base for two different theoretical models of 
Eating Disorders. What implications does this have for the delivery and 
provision of clinical services for people with Eating Disorders?
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Adult Mental Health Essay
To compare and contrast the evidence base for two different theoretical models of 
eating disorders, a selection of empirical research evidence shall be reviewed.
Comparing and contrasting this evidence will aim to establish effectiveness in the 
treatment of eating disorders. Initially definitions of the eating disorders will be 
outlined.
Anorexia Nervosa
One of the two principal eating disorders described in The Diagnostic Statistical 
Manual Fourth Edition (DSM-IV), (American Psychiatric Association, 1994) is 
Anorexia Nervosa (AN). The term anorexia refers to loss of appetite and nervosa 
means for emotional reasons. DSM-IV (APA, 1994) sets out the diagnostic criteria 
for AN as follows:
Table 1 : Diagnostic criteria for AN (APA, 1994).
Anorexia Nervosa
A. The primary feature of this disorder is a refusal to maintain a minimally “normal” 
body weight. This is defined as a body weight which is 15% lower than average for the 
individual’s age and height.
B. There must also be an intense fear of becoming fat, even though underweight. This is 
accompanied by a severe restriction in food intake, and sometimes excessive exercising.
C. Disturbance in the way in which one’s body shape, size, or weight is experienced, and 
an undue influence of body shape on self-evaluation.
D. Amenorrhea in postmenarcheal women.
i. Restricting type -  weight loss is due to food restriction.
ii. Binge eating / purging type -  regular engagement in binge eating and purging.
AN is predominantly a mental health problem amongst young women; onset is usually 
in early adolescence. Prevalence estimates have often proved unreliable, due to the 
rarity of the disorder and the reluctance of sufferers to participate in population 
surveys. A prevalence rate of 0.7% is regarded as an accurate estimation for Western 
populations (Szmukler & Patton, 1995).
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Bulimia Nervosa
The second principal eating disorder described in DSM-IV (1994, APA) is Bulimia 
Nervosa (BN). Bulimia is from a Greek word meaning “ox hunger”. DSM-IV (APA) 
describes five features required for the diagnosis of BN:
Table 2: Diagnostic criteria for BN (APA, 1994).
Bulimia Nervosa
A. The essential feature of this disorder is the recurrent episodes of binge eating, with a 
lack of control over eating behaviour during the eating binges.
B. Together with a preoccupation of body size, other associated features often include; 
self-induced vomiting, use of laxatives or diuretics, strict dieting and excessive exercise.
C. A minimum of two binge-eating episodes a week over a period of three months is 
required to make this diagnosis.
D. Persistent self-evaluation linked to ideas about body shape and weight.
i. Purging type -  regular engagement in self-induced vomiting, misuse of laxatives or 
diuretics.
ii. Non-purging type -  regular engagement in other compensatory behaviours, fasting or 
excessive exercise.
BN is also predominantly a mental health problem amongst women, onset is usually 
older than AN approximately at age 15 year plus. The overall prevalence of BN is 
estimated to be about 1% (Szmukler & Patton, 1995) although it is thought to be an 
underestimate due to the secrecy of the problem.
DSM-IV provides diagnostic features for two other eating disorders. Eating Disorder 
Not Otherwise Specified (EDNOS) and Binge Eating Disorder. However, this 
discussion will focus on AN and BN. The diagnoses of Anorexia and Bulimia share 
several clinical features, for example, an intense fear of becoming overweight. There 
are other similarities as well as differences between the two diagnoses, which will 
become clear as the evidence is examined for the theoretical models of these eating 
disorders.
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As 'with many mental health problems a single factor is unlikely to cause an eating 
disorder. Genetics, the role of the family, sociocultural pressures to be thin, the role 
of the brain, the role of a person's thinking and their environmental stress are all 
recognised as potential contributory factors in an eating disorder. Therefore, there is a 
vast range of theoretical models, which can be used to examine eating disorders. This 
discussion will focus on the Cognitive Behavioural model and Family Systems model 
of eating disorders. The evidence to be examined is in the main concerning whether 
treatment based on a model is effective. Therefore the majority of the evidence is 
focused on whether Cognitive Behavioural Therapy (CBT) based on a cognitive 
behavioural model is effective or Family Therapy (FT) based on a family systems 
model is effective.
Finally, the implications of the evidence for the Cognitive Behavioural model and the 
Family Systems model on service provision for eating disorders will be discussed.
Cognitive Behavioural Model
The Cognitive Behavioural model was developed by Beck (1976) for the treatment of 
‘emotional disorders’ and is based on the relationship between behaviour, thinking 
(cognitions) and emotions. CBT is a time-limited, structured psychological therapy, 
which requires a strong therapeutic alliance and collaborative relationship between 
client and therapist. Gamer &Bemis (1985) cited in Szmukler, Dare & Treasure 
(1995) described five core features of cognitive therapy:
1. Reliance on conscious and pre-conscious experience rather than unconscious 
motivation.
2. Explicit emphasis on meaning and cognitions as mediating variables 
accounting for maladaptive feelings or emotions.
3. The use of questioning as a major therapeutic devise.
4. Active and direct involvement on the part of the therapist.
5. Methodological adherence to behavioural and scientific psychology in which 
theory is shaped by empirical findings; this involves a commitment to the 
specification of treatment methods and objective assessment of target 
behaviours.
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CBT is of particular relevance to the Eating Disorders of AN and BN as cognitive 
distortions are a prominent feature. Dysfunctional beliefs and values in regard to body 
shape, weight and food intake are central to the disorders. Fairbum (1997) argues that 
in fact AN and BN are essentially cognitive disorders.
A single specific approach to both these disorders is not really feasible, so the 
evidence base for CBT will be examined for each disorder in turn.
Cognitive-Behavioural Model for BN
The cognitive behavioural approach to the treatment of BN is well established. It is 
generally acknowledged that Cognitive-Behavioural Therapy based on the cognitive 
model is the treatment of choice for BN (Hawton, Salkovskis, Kirk & Clark, 1989).
Fairbum pioneered the use of a cognitive-behavioural theoretical model for BN in the 
early 1980’s at the University of Oxford. A treatment manual was published 
(Fairbum, 1981) detailing a highly structured treatment process. The manual has 
subsequently been refined and developed (Fairbum, Marcus & Wilson, 1993) and has 
been subject to extensive research studies.
The cognitive-behavioural model of BN proposes a series of links between low self­
esteem, belief about the importance of body size and shape, eating restraint, bingeing 
and vomiting (Appendix 1). The model is the rationale for treatment and forms the 
practical framework within which the intervention is based. The model is used 
explicitly in the treatment of the disorder and is discussed with the client.
Appendix 1 represents the Fairbum et al. (1993) cognitive behavioural model of BN. 
The central concept is the value attached to an idealized body weight and shape. This 
leads the individual to restrict their food intake in rigid and unrealistic ways. This 
process leaves them physiologically and psychologically vulnerable to periodic loss of 
control over eating (i.e. binge eating). Self-induced vomiting and other extreme forms 
of weight control are the individual’s attempt to balance the effects of binge eating.
The self-induced vomiting helps maintain binge eating by reducing the individual’s
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anxiety in regard to potential "weight gain. However binge eating and self-induced 
vomiting cause distress and therefore lower self-esteem, which acts as a feedback loop 
into the conditions that lead to more dietary restraint and binge eating.
Fairbum et al. (1993) divide their CBT for BN treatment manual into three 
components. Stage one; the individual has twice weekly appointments for four weeks. 
The cognitive-behavioural model of BN is explained to the client and behavioural 
techniques are used so the client can regain control over their eating. Stage two; the 
individual has weekly appointments for eight weeks. The client is taught the process 
of examining and modifying thoughts and attitudes and behavioural techniques are 
used in regard to dieting and concerns with shape. Stage three; this consists of three 
interviews every two weeks. The core aim is to ensure that progress is maintained 
following the end of treatment.
So, how effective is the cognitive-behavioural model in treating BN? Is there 
evidence to show this model has a long-term effect on the symptoms of BN?
Cognitive behavioural therapy has been widely researched in numerous studies in 
relation to BN and has been found to be more effective than other treatments in 
reducing bingeing and purging, and improving attitudes to weight and shape (Gilbert, 
2000).
Wilson, Fairbum & Agras (1997) examined the "most recent and best controlled 
studies” and found a mean percentage reduction ranging from 93% to 73% for binge 
eating, a range of 94% to 77% for reduction in self-induced vomiting. Wilson et al. 
(1997) also quote a mean remission rate for binge eating from 51% to 71% and for 
self-induced vomiting from 36% to 56%. So, this means that in a treatment trial of 
CBT for BN on average half of the participants would be expected to have stopped 
bingeing and vomiting by the end of treatment. Wilson et al. (1997) also report that 
studies have consistently shown that dietary restraint is reduced, so there is an increase 
in the amount of food eaten between bulimic episodes. Attitudes to weight and shape 
are also reported to improve with CBT.
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Controlled studies have not only shown that CBT results in a reduction of the core 
symptoms of BN during treatment, but that these reductions are maintained over time 
after treatment has terminated. On average, studies of CBT have shown reasonably 
good maintenance of change at 6 month and 1 year follow ups (Wilson, 1996). 
Fairbum, Jones, Peveler, Hope & O’Connor (1993) found that at one year follow up 
binge eating and self-induced vomiting had declined by over 90% and 36% of the 
participants had ceased all binge eating and vomiting. A further follow-up at six years 
showed that the effects of CBT continued to be maintained (Fairbum, Norman,
Welch, O’Connor, Doll & Peveler, 1995).
CBT has been compared to antidepressant medication as part of the evaluation of the 
model. Several studies have evaluated the individual and combined effectiveness of 
CBT and antidepressant medication. The studies have shown that CBT is 
“significantly superior” (Wilson, 1996) than medication and that CBT plus 
antidepressant medication is more effective than antidepressant medication alone 
(Wilson, 1996). There is also evidence that the withdrawal of antidepressant 
medication more often leads to relapse than CBT (Andersen, 2001).
There have also been controlled studies comparing CBT for BN to alternative 
psychological therapies. Wilson (1996) summarises that CBT has been found to be 
more effective than supportive psychotherapy, stress management therapy and 
behaviour therapy. Fairbum, Jones, Peveler, Carr, Solomon, O’Connor, Burton & 
Hope (1991) compared CBT with Interpersonal Psychotherapy (IPT). The two 
treatments were effective in reducing binge eating, however CBT was more effective 
than IPT in reducing self-induced vomiting, dietary restraint and attitudes towards 
weight and shape at post treatment. At follow up IPT had continued to show 
improvements, so that at 1 year and 6 years CBT and IPT were equal on all measures. 
Agras, Walsh, Fairbum, Wilson & Kraemer (2000) highlighted that CBT has a 
significantly faster impact than IPT, so remains the first choice of treatment.
These results demonstrate that CBT based on the cognitive behavioural model is 
consistently an effective treatment for BN. There is no other treatment, 
pharmacological or psychological that is as effective. However, it is important to
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highlight that it is only approximately 50% of clients that cease binge eating and self­
induced vomiting post treatment. Wilson (1996) reports that of the remainder some 
show partial improvement, and a small number do not benefit at all from CBT. It 
seems that future research needs to focus on studying non-responders to CBT for BN 
and the development of alternative treatments. This appears to be underway; a single 
case report (Ohanian, not in press) concludes that imagery re-scripting appears to be a 
valuable adjunct to conventional CBT.
Cognitive-Behavioural Model for AN
In contrast to the cognitive-behavioural model for BN, the model for anorexia is far 
less established. Fairbum (1997) highlights three reasons why CBT for AN has been 
neglected. Firstly, AN is hard to study; this is because it is less prevalent and 
treatment takes considerably longer. Secondly, clients suffering with AN are often 
difficult to engage, and therefore unwilling to participate in treatment trials. Finally, 
there is no well-established treatment manual for CBT for AN, in stark contrast to 
Fairbum et al.’s manual (1993) for CBT for BN.
CBT does overlap significantly between the two disorders, as do many of the clinical 
features. The cognitive restructuring used for both disorders is similar in regard to the 
dysfunctional thoughts around weight and shape; both disorders also require a 
considerable amount of psycho-education and behavioural methods in treatment.
There are however key differences between the disorders which impact on the 
cognitive behavioural model. Individuals with AN are often reluctant to commit to 
treatment, mainly because a core goal is to achieve weight gain. So it is pertinent that 
in the initial stages of CBT for AN motivational issues are explored. It is also 
important that in CBT for AN the issue of body weight is approached differently. 
Weight gain is a major aim of treatment, this impacts on both motivation to 
commence treatment and continue with it. It is important that the anorexics fear of 
weight gain be addressed as their weight increases and that their weight is regularly 
checked by the therapist or other professional.
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Gamer, Vitousek & Pike (1997) have adopted a pioneering manual format of CBT for 
AN with the aim of facilitating teaching, clinical training and controlled research in 
the future. Their treatment manual is split into three stages. Stage one; the client 
attends two sessions a week for a month. This stage is concerned with building a 
positive therapeutic alliance and setting the treatment parameters, this would include 
motivational issues. Stage two of the Gamer et al. (1997) treatment manual consists 
of weekly meetings. The major aims are to examine and change the individual’s 
beliefs related to food and weight, and then to broaden the therapy content to examine 
the personal meaning of thinness for the client. Finally, in stage three, the client is 
seen fortnightly and is preparing for the end of treatment. A major issue addressed at 
this stage is relapse, i.e. strategies to reduce the likelihood of relapse and warning 
signs of relapse. Gamer et al. (1997) anticipate that individuals will on average 
receive CBT for AN for one to two years.
So, how effective is the cognitive behavioural model in treating AN? Support for the 
model is based on the opinion of specialist professionals and clinical experience, not 
empirical evidence (Palmer, 2000). Only one treatment trial has been reported 
(Channon, de Silva, Hemsely & Perkins, 1989 cited in Cooper, 1997) and no 
differences were found between cognitive behaviour therapy and behaviour therapy 
for AN. Unfortunately, the findings are difficult to interpret due to the small number 
of participants, the use of a weak assessment protocol and concerns about the 
treatment itself (Pike, Loeb & Vitousek, cited in Fairbum, 1997). In another study 
(Freeman, 1995) randomly allocated 32 clients with severe anorexia to either 
conventional intensive inpatient treatment or to a day-patient programme using CBT. 
At 18 months follow-up both groups were doing equally well and at 3 year follow up 
those treated in the day-patient CBT programme had fewer relapses, fewer 
réadmissions and a more stable weight. The authors highlight that this does not 
necessarily mean it was the success of CBT, as many other factors were involved. 
However, this study is certainly encouraging for professionals using CBT for AN. It 
has been highlighted that specific psychotherapy, whether based on a CBT model or 
psychodynamic model, is more effective than non-specific supportive management 
either by a psychiatrist or dietician (Treasure & Ward, 1997 cited in Palmer & 
Treasure, 1999).
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It is apparent that much research remains to be done to assess the effectiveness of 
CBT for AN. Palmer & Treasure (1999) acknowledge that there is "precious little 
hard evidence about what is good and effective treatment for AN”. Freeman (1995) 
states that a number of studies have commenced which compare CBT with other 
therapies in an outpatient setting, however we are yet to learn the results of these.
There is clearly a contrast between the empirical evidence for a cognitive-behavioural 
model of BN and one for AN. The evidence base for a cognitive behavioural model 
for BN demonstrates its effectiveness in both the short and long term. It is also shown 
to be more effective than anti-depressants and most other psychological therapies. It 
would seem fairly conclusive that CBT based on the cognitive behavioural model is 
an essential component of treatment for BN. Unfortunately the situation appears to be 
less clear cut when considering the evidence base for a cognitive behavioural model 
for AN. There are indications that a cognitive behavioural approach is useful in the 
treatment of AN, however there is a need for controlled trials to confirm this 
empirically.
Family Systems Model
Therapists who work within a systemic framework usually designate the "system” to 
be the family of the client. Jones (1993) describes a system as "a group of elements in 
interaction with one another over time, such that their recursive patterns of interaction 
form a stable context for individual and mutual functioning”.
There are a number of ‘schools’ of FT that are currently practised. The mainstream of 
FT practice centres on models of structural FT, strategic FT, Milan FT and Post-Milan 
FT. I will focus on The Maudsley Model, which is a systemic multi-factorial model 
that draws on many of the above-mentioned schools of FT. The focus will be on this 
model as it is well researched and is fast becoming a core family systems model to use 
with individuals suffering from AN and their families.
AN has played an exceptional role in the development of a systemic model and FT. A 
number of key family therapists based their models, practice and empirical testing on
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clients with AN. In fact Bruch stressed the importance of FT for eating disorders as 
long ago as 1978.
Family Systems Model for AN
The systemic model for AN is fairly well established and accepted. In the field of 
eating disorders and more specifically AN there is an acceptance that the problem is 
often in relation to the family of the client, and therefore a recognition that there is a 
place for family interventions in its treatment.
Features that are frequently described as common in the ‘anorexic family’ include 
over close enmeshed family relations, avoidance of overt conflict, overprotective 
attitudes between family members and rigidity of interactional patterns (Eisler, 1988). 
There is much debate surrounding whether these characteristics are a cause or 
consequence of the anorexic behaviour. Eisler (1988) highlights that if anorexic 
behaviour is both influenced by and influential on the family it can make it difficult to 
pinpoint the origins of the AN. Therefore, in FT the question of causes becomes 
secondary to helping the family utilise their own resources more effectively.
Initially Minuchin, Rosman & Baker (1978) claimed that FT based on a structural 
systemic model was effective in the treatment of AN. Minuchin et al. (1978) reported 
a good outcome in 80% of their cases; this outcome is excellent, however Minuchin et 
al. only worked with adolescent AN.
A key systemic model used in the treatment of AN is that devised by the Maudsley 
Group (Appendix 2). This approach to FT with AN is based on the theory that an 
interactional systems model can account well for the multi-factorial aetiological 
influences leading to the illness. Appendix 2 shows the illness as existing externally 
to the individual, this emphasises the importance of external factors to the illness, so 
social and genetic influences affect the family and the individual. The outer circle is a 
representation of the life cycle, illustrating its organising and encompassing effect.
The psychological state of the individual and the family also influence their movement 
through and experience of the life cycle, making the interactions two-way. Appendix 
2 also shows how the individual and family are in interaction either through direct
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processes or internalised processes in the individual. These are illustrated by the inner 
circle and double-ended arrow between the family and the individual. The symptom 
has arisen as a result of the complex interaction of aetiological factors. The symptom 
can be seen to be directly influencing the individual (mood, behaviour and social 
functioning) and the family (the determined effort of an individual to starve 
themselves can only have a huge impact on family members) and also has a powerful 
influence on the life cycle.
The Maudsley Model emphasises principles such as parents should be viewed as the 
best treatment resource and parents are encouraged to take control of their daughter’s 
food intake. This is acknowledged to be a difficult task by the therapist. Therapy also 
takes into account the developmental stage of the individual, but only after they have 
achieved a stable weight does the therapy begin to address developmental issues. 
Another central feature in this model is the removal of blame from the family.
(Russell, 2001)
The Maudsley model based on family systems theory has been validated by a number 
of controlled treatment trials. FT interventions were found to be extremely effective 
in treating adolescents with a relatively short duration of AN both in the short term 
and long term (Dare & Eisler, 1997). The Maudsley team acknowledge that the 
empirical evidence for FT with adults is less clear (Dare & Eisler, 1997). The team 
believe this is due to the increased chronicity of the illness in adult clients. Russell, 
Dare, Eisler & LeGrange (1992) cited in Dare & Eisler (1997) have found that FT is 
effective in treating AN in adults. In fact, their studies indicate that FT is more 
effective than individual psychodynamic or individual supportive therapy, especially 
if the illness commenced during adolescence.
FT has become the initial treatment of choice for patients with AN who are 18 years 
old or younger and living at home (Dare & Eisler, 1997). It is well acknowledged that 
a family systems model can be very useful in the treatment of adults with AN, 
particularly with those whose difficulties started in adolescence or those who still live 
with their parents. The evidence for using a family systems model with anorexia 
nervosa is far more comprehensive than that for using a cognitive-behavioural model.
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Family Systems Model for BN
A family systems model is less widely used to gain an understanding and to inform 
treatment of BN than in AN. A possible explanation for this lack of attention could be 
that BN is a relatively new disorder, and therefore the dynamics and treatments have 
not been as fully researched as they have for AN.
Killian (1994) highlights that there is a large variability of family dynamics and 
functioning in families with an individual suffering with BN. She also goes on to 
draw attention to the kinds of family issues that are commonly expressed through 
bulimic symptoms, these include lack of privacy, family secrets, loss, lack of rules, 
rigidity of rules, difficulty in expressing anger, difficulties in leaving home, control or 
lack thereof and dissociation of feelings. Root, Fallon and Friedrich (1986) cited in 
Killian (1994) identified three major subtypes of bulimic families: a) the perfect 
family, b) the overprotective family and c) the chaotic family; the major differences 
are summarised in Appendix 3. Root et al. (1986) cited in Killian (1994) believed that 
these subtypes could inform the treatment process based on a family systems model.
The literature around a family systems model for BN reiterates the importance of not 
focusing on attempting to uncover a cause-effect relationship in the development of 
bulimic symptoms. Instead the emphasis lies on uncovering what function bulimia 
serves in the family system.
Root et al. (1986) cited in Killian (1994) describe key features in FT for BN. They 
emphasise the importance of establishing a therapeutic alliance with the family. It is 
important for the therapists to assess family rules, boundaries and hierarchy. A further 
important feature is that the therapist needs to understand how each family member 
views the problem. Common goals in FT for BN are to help families negotiate the 
life-cycle stage of leaving home, facilitate a shift in family rules, assist family 
members in expressing affect appropriately, negotiate conflict resolution or to help 
families grieve a loss.
On examination of the evidence for a family systems approach to BN, it is apparent 
that it currently remains very mixed. Dare and Eisler (1995) reported that bulimic
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patients who received individual supportive therapy fared better than those who 
received FT at 5-year follow-up. In contrast they report finding in a separate study 
that those individuals who received FT had a better outcome than those who received 
either individual supportive therapy or focal psychodynamic therapy.
The Maudsley Model has been shown to be effective in treating adolescents suffering 
from BN (Dodge, 1995, cited in Lock et al., 2001). However, this study did not 
compare FT with any other treatments, only with FT for AN. The comparison 
revealed a similar rate of recovery for both those with AN or BN receiving FT. A 
randomised controlled trial comparing FT to other treatments for BN is now needed.
In considering the evidence for a family systems model of BN it is apparent that there 
are large gaps. It would seem that there is a real need for more research to evaluate 
the effectiveness of a family systems model in the treatment of BN, for both adults 
and adolescents. It is clear that there is far more evidence in support of the cognitive- 
behavioural model with BN than for a family systems model.
Overall it is apparent that there is clear evidence for using a cognitive-behavioural 
model for treating BN and for using a family systems model for treating AN. There is 
significantly less evidence in support of using a cognitive-behavioural model for 
treating AN and a family systems model for treating BN. There are, however 
indications that both forms of treatment may be effective with these disorders and 
controlled treatment trials are urgently needed to confirm this.
Implications for the Delivery and Provision of Clinical Services
So, what are the implications of this evidence in the delivery and provision of clinical 
services for individuals with eating disorders?
Service delivery and provision is increasingly based on the available evidence for 
interventions. There are currently no specific guidelines from the National Health 
Service (NHS) focusing on the treatment of eating disorders. However, The National 
Institute for Clinical Excellence (NICE) is expected to publish guidelines in Spring
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2003 which will include advice on the management of AN and BN and guidelines 
focusing on psychological therapies and the involvement of family members in 
treatment (NICE, 2001). These guidelines will be based on evidence of effectiveness, 
as are other NHS documents, for example the Mental Health National Service 
Framework (Department of Health, 1999). It is clear that the delivery and provision 
of clinical services are intrinsically linked to the evidence of effectiveness for 
interventions.
Palmer (2000) recognises that currently the treatment and management of AN cannot 
be based on good research evidence. More research is urgently needed, particularly 
randomised controlled trials that are now regarded as the gold standard in evidence.
At present clinical services for AN are based on opinion and clinical experience 
(Palmer, 2000). The Service Guidelines for People with Eating Disorders (Bell, Clare 
& Thom, 2001) state that in a comprehensive service for treating AN “psychotherapy 
is essential and family counselling is recommended as the preferred intervention for 
young people with AN.” These recommendations are in line with the empirical 
evidence outlined above.
In the treatment of BN a significant element can now be based on empirical evidence. 
The Service Guidelines for People with Eating Disorders state “CBT is the treatment 
of choice, but is not uniformly provided. CBT will help most but not all patients.”
The discussion outlined previously supports this statement; there is evidence of the 
efficacy of CBT in treating BN, however there are still a number of sufferers who do 
not respond to CBT.
The number of therapeutic options available for treating eating disorders has expanded 
remarkably in the last decade (Gamer & Needleman, 1997). A number of models 
have recently been developed which depend upon set rules for the delivery of various 
treatment options. The “stepped-care” approach sequences interventions into “steps” 
based on level of intensity, cost and probability of success. The “decision-tree” model 
provides a range of treatment paths; these are dependent on the clinical features of the 
patient and response to each intervention delivered. Finally, the “integration” concept 
involves the combination of a number of theoretical perspectives. Palmer (2000)
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highlights that the stepped-care approach has become a popular and rational choice, 
although there is no evidence on its effectiveness in everyday care. So it would seem 
determining the best combination of individual and family therapy for clients with 
eating disorders remains a valuable area of research for the near future.
The evidence base for the Cognitive Behavioural Model and Family Systems Model 
of eating disorders remains mixed. There is excellent evidence for the use of CBT 
based on the cognitive behavioural model for the treatment of BN, however not for 
AN. There is also good evidence for the use of FT based on the family systems model 
for the treatment of AN, particularly in adolescence and minimal evidence for its use 
in the treatment of BN. This evidence has direct implications for the delivery and 
provision of clinical services for eating disorders, as these are now increasingly 
evidence based in nature. Services must provide CBT for BN and FT for adolescents 
with AN as these are now first choice treatments. Many other treatment options 
remain, even without good empirical evidence, for individuals with an eating disorder. 
It will only be possible to say whether or not these should persist, when the results of 
controlled treatment trials become available.
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APPENDIX 1
The cognitive-behavioural model of BN. (Fairbum, Marcus & Wilson 1993, cited in 
Gamer & Garfinkel, 1997).
Low Self-Esteem
-►Extreme Concerns about Shape and Weight —
Strict Dieting
‘Binge-Eating’
Self-Induced Vomiting
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APPENDIX 2
The Maudsley systemic model of aetiology. Dare & Eisler, 1997.
Genetic
Symptom ^
Family^— ► Individual
Life Cycle
29
Adult Mental Health Essay
APPENDIX 3
Bulimic Family Subtypes (Root et al., 1986 cited in Killian, 1994)
Subtype Boundaries Unexpressed Family Theme Function of
Affect Symptom
Perfect Rigid Sadness, Loss and grief Individuation
depression
Overprotective Diffuse Sadness, anger Enmeshment Reinforces
protectiveness
Chaotic Oscillate Love, Mistrust/isolation Nurturance,
wildly affection numbs rage
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Clinicians have recognised the increased incidence of dementia in persons with 
learning disabilities for many years. Pary (2002) cites Fraser and Mitchell (1876) over 
one hundred and twenty five years ago, who described a functional deterioration in 
persons with Down’s syndrome. However the status of assessment and treatment for 
dementia in people with learning disabilities does not match up with the relatively 
long history. I shall go on to critically evaluate the variety of methods used for 
assessing and treating dementia in persons with learning disabilities. Initially 
definitions of learning disabilities and dementia shall be outlined.
Learning Disabilities
The British Psychological Society (BPS) (2001) states in its document “Learning 
Disability; Definitions and Contexts” that there are three core criteria for a person to 
be considered to have a learning disability. First, there must be a significant 
impairment of intellectual functioning, secondly, there must be a significant 
impairment of adaptive/social functioning and finally the age of onset must be before 
adulthood, therefore below eighteen years of age.
Down’s syndrome is the single most common cause of a learning disability (Holland, 
1999). People with Down’s syndrome have a chromosomal abnormality called 
trisomy 21, as they have three of the chromosome 21. Down’s syndrome individuals 
have moderate to severe learning disability (Davison & Neale, 1998).
Dalton and Jamcki (1999) report that there are few research studies of persons with 
learning disabilities without Down’s syndrome who have developed dementia. They 
state, “Until research provides the relevant data, it is practical to assume that the 
features of the disease in persons with learning disabilities without Down’s syndrome 
will be similar in most respects to those observed in persons with Down’s syndrome” 
(Page 16). Therefore much of the evidence to be presented is highly focused on 
people with a learning disability as a result of Down’s syndrome.
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Dementia
Pary (2002) describes dementia as a general term for conditions with multiple 
cognitive problems. Dementia is the name given to a collection of illnesses, one of 
which is Alzheimer’s disease (AD) that have a characteristic pattern of symptoms and 
signs and generally occur in later life (Holland, 2002). Table 1 below summarises the 
World Health Organisation’s International Classification of Diseases (ICD-10) criteria 
for dementia. The American Association of Mental Retardation/International 
Association for the Scientific Study of Intellectual Disability (AAMR/IASSID) have 
proposed using these criteria with adults with a learning disability. There are no 
specific criteria in ICD-10 relating to dementia in people with learning disabilities.
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Table 1
ICD-10 Criteria for Dementia ~
1. Decline in memory. Most evident in the learning of new information, although in 
more severe cases the recall of previously learned information may also be affected. 
The impairment applies to both verbal and nonverbal material.
2. Decline in other cognitive abilities. Characterised by deterioration in judgement 
and thinking, such as planning and organising, and in the general processing of 
information. Deterioration from a previously higher level of performance should be 
established.
3. Awareness o f the environment. Absence of clouding consciousness for a period of 
time sufficiently long to allow the unequivocal demonstration of decline in memory 
and other cognitive functions.
4. Decline in emotional control or motivation, or a change in social behaviour. 
Changes are manifested in at least one of the following: (1) emotional lability, (2) 
irritability, (3) apathy, or (4) coarsening of social behaviour.
5. Duration. Decline of memory and other cognitive functions must be present for at 
least six months.
ICD-10 Criteria for Alzheimer’s Disease
1 - All criteria for dementia are met.
2. Exclusionary criteria. No evidence from the history, physical examination, or 
special investigations for any other possible cause of dementia, a systemic disorder, or 
alcohol or drug abuse.
3. Onset and progression. For a diagnosis of Alzheimer’s disease, there must be 
evidence of gradual onset and continuing cognitive decline.
There are several types of dementia, the most common form is AD* the second type is 
vascular dementia. The majority of research has focused on AD in Down’s syndrome. 
Other types of dementia have been documented in adults with Down’s syndrome. 
These include dementia due to multiple infarcts (Hewitt, Carter & Jancar, 1985), 
Parkinson’s disease (Lai & Williams, 1989) and vascular dementia (Collacott, Cooper 
and Ismail, 1994). The focus of this critical evaluation of assessment and treatment 
will be on AD and Down’s syndrome, as this is far the most common form of 
dementia in adults with learning disabilities.
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The onset and progression of dementia has been classified into three stages (Dalton 
and Jamcki, 1999). Dementia is recognised as getting progressively worse, due to the 
fact that the brain tissue being lost cannot be replaced (Alzheimer’s Society, 2000). 
According to Dalton and Janicki (1999) the early stage is characterised by onset 
features such as short-term memory, language disruption and vocational dysfunction. 
Dalton and Janicki (1999) state that during the mid-stage, the decline and loss 
experienced becomes more pronounced, particularly losses in language, 
comprehension, and short-term memory and personality changes. Finally in the late 
stages of dementia Dalton and Janicki (1999) comment that there is a significant 
decline and complete loss of function and basic skills, there is also a loss of both short 
and long term memory and a loss of balance. The late-stages usually necessitate total 
nursing care. Overall, the average duration of illness is estimated to be about ten 
years, it can however be as short as 18 months or as long as 27 years, according to 
Dalton and Janicki (1999).
Prevalence and Incidence of Dementia in Persons with Learning Disabilities
The Alzheimer’s Society (2000) calculated the prevalence of Down’s syndrome in the 
learning disability population to be 20%. As described above, individuals with 
Down’s syndrome are at particular risk of dementia. The Alzheimer’s Society (2000) 
found the prevalence rates displayed in Table 2 for individuals with Down’s syndrome 
and AD.
Table 2
Age range (years) Prevalence
30-39 2%
40-49 9.4%
50-59 36.1%
60-69 54.5%
The Alzheimer’s Society (2000) has also published prevalence rates for dementia and 
other learning disabilities (not Down’s syndrome). The society found that in the age 
range >50 years, 13% of those with a learning disability other than Down’s have
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dementia and in the age range >65 years, 22% of those with a learning disability other 
than Down’s have dementia. These figures show a higher prevalence rate than in the 
normal population.
Why is dementia more prevalent in people with a learning disability, in 
particular Down’s syndrome?
It is well accepted that, bar a few exceptions, people bom with Down’s syndrome 
develop over time the neuropathological features of AD (Holland, 1999; Crayton, 
Oliver, Holland, Bradbury & Hall, 1997). Holland (1999) reports that nearly all 
individuals with Down’s syndrome, who have died after 40 years of age, have shown 
the characteristic lesions of AD. People with Down’s syndrome develop the plaques 
and neurofibrillary tangles characteristic of AD as early as 30 years of age (Holland, 
1999). Mann (1993) also noted that early in childhood there seems to be an increase 
in the deposition of the amyloid protein in people with Down’s syndrome. The 
amyloid protein leads to the development of amyloid plaques.
It is thought that there is a genetic link between Amyloid protein and Down’s 
syndrome. According to Holland (1999) the amyloid protein gene is located on 
chromosome 21; therefore there is an extra copy of the gene in people with Down’s 
syndrome. However there is still no proof that this gene actually causes AD (Holland, 
1999).
Assessment of Dementia in Adults with Learning Disabilities
Dementia is not inevitable in all older people with Down’s syndrome, even at old ages 
when the neuropathology is presumed to be extensive (Pary, 2002; Zigman, Schupf, 
Urv, Zigman & Silverman, 2002). Therefore it is crucial that clinicians are able to 
detect dementia as accurately as possible. Holland, Karlinsky & Berg (1993: 95) 
report that establishing a diagnosis of dementia is complicated by a number of factors. 
Factors such as the possible presence of other elements that “may mask or mimic the 
presence of Alzheimer’s disease” and the limitations of neuropsychological test 
batteries.
36
Learning Disabilities Essay
The first stage in assessment of dementia is the recognition of a decline in functioning 
in the individual. Witts & Elders (1998) acknowledge that it is often difficult for 
relatives or carers to notice deterioration because it is a decline in higher-level skills, 
such as memory and language, which may indicate that something is wrong. Oliver 
(1999) identified two factors that influence the difficulty of recognition of dementia in 
adults with learning disabilities. Firstly, he comments that often the environment in 
which a person lives may be sheltered and may not present a challenge intellectually. 
Therefore subtle changes in cognition, which is associated with the early stage of 
dementia, may not be noticeable. Secondly Oliver (1999) comments that often carers 
may adapt the environment of the individual over time, to meet the demands of their 
decline in functioning. This then masks the impact of the acquired cognitive deficits.
It is not only recognition by carers or relatives that proves difficult when assessing for 
dementia in adults with learning disabilities. Oliver (1999) reports “the assessment of 
dementia in the presence of pre-existing mental impairment presents significant 
problems for clinicians.”
Differential Diagnosis
Differential diagnosis is a significant problem for clinicians when assessing dementia 
in adults with learning disabilities. There are a number of alternatives explanations 
for reported and observed declines in functioning that clinicians are encouraged to 
consider. Holland (2002) presents a number of common causes of decline in later life 
in people with Down’s syndrome; see Table 3.
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Table 3
Cause Characteristic features
Stress following life event Deterioration follows stress e.g. after 
bereavement
Depression Evidence of depressed mood, disturbed 
sleep and appetite, loss of interest, poor 
concentration
Under active thyroid gland Dry skin and brittle hair, intolerance of 
cold, weight increase and lethargy.
Hearing or visual impairment Evidence of sensory impairments on 
testing
Alzheimer’s disease Progressive cognitive and functional 
decline not due to the above.
Oliver (1999) highlights that personally significant life events in people who have 
Down’s syndrome are likely to occur in their third or fourth decade of life. It is more 
likely that their parents will die in these decades, due to the raised age of mothers at 
birth for people with Down’s syndrome. This bereavement could potentially lead to a 
change in living environment. These circumstances could be a trigger for stress or 
depression in the individual, which may look like dementia of the Alzheimer’s type.
Holland et al.. (1993) report that thyroid disorders can be associated with cognitive 
decline and are on the increase in adults with Down’s syndrome. Holland (2002) 
acknowledges that it is relatively easy to exclude the possibility of thyroid disorders 
on the basis of clinical features and a blood test, and it can then be treated effectively.
Individuals with Down’s syndrome are recognised to experience a variety of medical 
and physical health problems that are associated with the syndrome; for example, 
cataracts and hearing impairments (Oliver, 1999). These impairments may lower test
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scores because of the inability to see the materials or hear instructions, and not 
because of the dementia process. These sensory impairments may also have an impact 
on individuals’ daily living skills and therefore be mistaken for dementia. It is crucial 
that eyesight and hearing are checked as a component of the assessment of dementia 
in adults with learning disabilities.
The above differential diagnoses should be excluded as causes of decline before the 
diagnosis of dementia is assigned. As in the general population, the information 
needed to diagnose dementia is vast. It may include a medical history, detailed 
clinical examination, laboratory investigations, neuropsychological assessment 
batteries and adaptive behaviour analysis
Health History
Pary (2002) states that the most important tool in assessment of dementia, whether in 
the general population or in persons with a learning disability, is the history from the 
caregiver. The medical history will involve the adult with a learning disability and 
other carers being interviewed regarding current presenting problems, as well as past 
medical, psychiatric, personal and family history (Holland et al.., 1993).
The greater the degree of learning disability, the less able the individual will be to 
self-report information of their cognitive and behavioural changes (Oliver, 1999). 
Therefore there is generally a heavy reliance on caregiver reports, either by relatives 
or professional carers in residential homes. Oliver (1999) highlights that often the 
reports provided by carers can be inaccurate, due to the death of relatives, high staff 
turnover, unpredictable staff expectations and the unavailability of the best informant. 
Therefore it is important that the reliability of the informants’ information is 
established.
Medical history should focus on not only changes in intellectual functioning, but also 
the presence or absence of behavioural difficulties, psychiatric symptomatology, 
personality change and loss of self-care skills (Holland, et al.., 1993). Critically the
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reported intellectual and functional decline must be distinguished from previous 
difficulties due to the learning disability. Therefore, an establishment of pre-morbid 
level of abilities is essential when assessing dementia in adults with learning 
disabilities.
Clinical Examination and Laboratory Tests
The clinical examination and laboratory tests are crucial for two reasons. The first is 
to exclude other conditions, which may cause functional and intellectual decline (see 
above section on differential diagnosis). Secondly, factors that may exacerbate the 
decline must be identified and then treated, such as difficulties with sight or hearing. 
Holland et al.. (1999) recognises the importance of a mental status evaluation, to 
detect the presence of mood disorders or psychoses. It is then possible to treat any co- 
morbid conditions to reduce the distress of the individual.
A component of the clinical examination will be a neuropsychological assessment by 
the clinician. Holland et al.. (1999) recommends that the major cognitive processes 
impaired in dementia should be evaluated. This should include orientation to time, 
place and person, memory, language skills, visuospatial abilities, attention and 
problem solving skills. The difficulty of cognitive screening is that many deficits may 
arise as a result of an individual’s learning disability and not as a result of a possible 
dementia. It is also important that any screening is undertaken in an objective and 
standardised manner, as discussed below.
Standard Diagnostic Methods
The current status of assessment with standard diagnostic methods for dementia in 
adults with a learning disability is relatively poor. Zigman et al.. (2002) report that 
the use of standard diagnostic methods in the general population is often inappropriate 
for adults with learning disabilities. This is due to the fact that many of the cognitive 
and adaptive skills measured by these instruments are never fully developed by people 
with learning disabilities. Zigman et al.. (2002) also note that adults with learning 
disabilities may often present with symptoms that may be atypical or difficult to
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recognise in the early stages. Therefore it has been necessary to adapt many standard 
tools for use with adults with learning disabilities. Pary (2002) acknowledges that 
many of the recent developments in neuropsychological batteries are confined to 
being research tools in specialist centres.
Standard assessment tools used to assess dementia in adults with a learning disability 
can be split into two groups, they are either directly administered neuropsychological 
tests or observer-rated scales measuring a decline in the activates of daily living.
An example of a directly administered neuropsychological test is the Severe 
Impairment Battery (SIB). Witts and Elders (1998) examined the utility of the SIB as 
a tool for assessing deterioration of cognitive functioning in adults with Down’s 
syndrome. The test contains subsections including attention, orientation, language 
and social interaction. Witts & Elders (1998) found the SIB to be successful in 
assessing for deterioration in cognitive functioning associated with dementia when 
used longitudinally. Although Witts & Elders (1998) do highlight that the test may 
not be appropriate for use with more able persons with Down’s syndrome, as the test 
may not extend high enough in task difficulty. There are many other examples of 
direct neuropsychological tests such as the Test for Severe Impairment (Albert & 
Cohen, 1992).
There are also many observer-rated questionnaires, which have been especially 
designed for the assessment of dementia in adults with a learning disability. These 
scales include both cognitive changes and changes in daily living skills
Deb & Braganza (1999) compared the use of two observer-rated schedules; the 
Dementia Questionnaire for Persons with Mental Retardation (DMR) and the 
Dementia Scale for Down Syndrome (DSDS) with a direct neuropsychological test; 
the Mini Mental State Examination (MMSE). The informant completes the DMR; it 
incorporates categories such as short-term memory, mood, practical skills and spatial 
and temporal orientation. The DMR score at one time point and longitudinal score
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changes can be used to diagnose dementia in adults with Down’s syndrome (Deb & 
Braganza, 1999). The DSDS usually involved two informants being interviewed 
regarding changes in behaviours in relation to a person’s cognitive and daily living 
skills. Scores on the scale indicate at what stage of dementia an individual may be. 
The DSDS also can indicate a differential diagnosis to dementia, such as depression. 
The MMSE indicated that 85.2% of the subjects had a possible diagnosis of dementia. 
However 70% of these individuals did not have a diagnosis of dementia according to 
any criteria. This indicates a floor effect with this tool (Deb & Braganza, 1999). Deb 
& Braganza (1999) found that observer-rated scales were more useful than direct 
neuropsychological tests in the diagnosis of dementia in adults with a learning 
disability. However they recommend that a combined approach be taken, this 
approach is also recommended by Mulligan (1998) who concluded that screening for 
dementia was improved by using both a direct neuropsychological test and observer­
rated test.
Burt & Aylward (2000) are in agreement with Deb & Braganza(1999) in 
recommending the use of a battery of tests for the diagnosis of dementia in adults with 
a learning disability. Burt & Aylward’s (2000) battery includes scales for informant 
report of functioning and tests for direct assessment of the individual. Each of the 
tests included in the battery has the capacity to assess individuals with learning 
disabilities ranging from mild to profound levels. Burt & Aylward (2000) 
recommend that multiple informants be questioned from a variety of settings who may 
be familiar with differing aspects of the history and current functioning of the 
individual. It is also recommended that the test battery be administered longitudinally. 
At least once before 40 years of age in adults with Down’s syndrome and before 50 
years of age in other adults with a learning disability, therefore establishing a baseline. 
By re-administering the test battery when a decline in functioning is suspected, an 
early and accurate diagnosis of dementia can then be made. This method of 
assessment recommended by Burt & Aylward (2000) incorporates strategies to 
overcome all the difficulties previously discussed when assessing dementia in adults 
with a learning disability.
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Burt & Ay Ward's (2000) recommendation that the test battery be administered 
longitudinally has been examined by other clinicians (Oliver, 1999; Janicki et al.., 
1996). Currently many assessments are carried out retrospectively, so that when 
dementia symptoms are first recognised a review of all available past assessments is 
employed. The disadvantages of this approach are that clinicians must wait for a 
referral to be made and therefore wait for carers to recognise a decline in functioning, 
which as previously discussed can often be at a late stage of the dementia process. 
Also, past assessments may not be relevant to a dementia assessment and the initial 
baseline may be low and so a floor effect may be apparent, it is also possible that 
some individuals may not have any past assessments to be reviewed (Oliver, 1999).
Alternatively as proposed by Burt & Aylward (2000) a prospective strategy could be 
employed. Persons who are considered to be at high risk for acquiring dementia, such 
as those with Down's syndrome are assessed at an age prior to the expected age of 
onset. Reassessment can then be conducted using both direct neuropsychological tests 
and observer-rated scales. Comparisons can then be made with each person’s 
previous test results. There are disadvantages to the prospective approach; it is time 
consuming and requires more resources because it entails frequent repeated 
assessments. Oliver (1999) highlight that ethically there are a number of issues, how 
the purpose of the assessment is described to the person with Down’s syndrome can 
raise concerns, also if decline is identified how this is presented to the individual and 
their relatives and carers. Overall, the prospective assessment strategy is highly 
recommended, particularly for adults with Down’s syndrome and others that are at 
high risk of developing dementia (Oliver, 1999).
It is clear that standardised assessment of dementia in adults with a learning disability 
is very challenging. The challenges faced by clinicians and researchers when 
assessing adults with a learning disability for dementia include that changes are not 
noticed by carers, differential diagnosis, the need to establish a baseline of 
functioning, difficulties in interviewing carers and problems with direct 
neuropsychological tests such as floor effects. According to Deb & Braganza (1999) 
and Pary (2002) there is an absence of a proper ‘gold standard’ for the assessment of
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dementia in people xvith a learning disability. Pary (2002) recommends that 
individual clinicians try various tools and determine which they feel is appropriate.
Treatment of Dementia in Adults with Learning Disabilities
The status of treatment for dementia in adults with a learning disability is extremely 
poor, although it is gradually improving with recent developments in psychotropic 
medications and the publication of care guidelines. As assessment techniques 
improve and diagnoses are made more accurately, there will become a growing 
population of adults with a learning disability who are diagnosed with dementia, who 
will therefore need appropriate and evidence based treatment. The focus of research 
regarding treatment is on three areas; psychotropic medication, care management 
principles and day service provision.
Psychotropic Medications
A pharmacological treatment for AD has been developed, however the treatment does 
not cure the disease, but slows its progression (Pary, 2002). The National Institute for 
Clinical Excellence in the UK (NICE) approved the use of three psychotropic 
medications; donepezil (Aricept), rivastigmine (Exelon) and galantamine (Reminyl) in 
2001 for improving the clinical symptoms of AD (Prasher, Huxley, Haque and the 
Down syndrome Ageing Study Group, 2002). However much of the research on the 
use of these drugs for treating AD has been based on patients without a learning 
disability. A case study conducted by Hemingway-Eltomey & Lemer (1999) 
examined the effect of donepezil in adults with Down’s syndrome and AD. There was 
no clear conclusion from this study that this drug is effective in treating such clients.
A randomised controlled trial by Prasher et al.. (2002) evaluated the efficacy of 
donepezil in Down’s syndrome adults who had mild to moderate AD. The study 
found no significant efficacy in treating AD in Down’s syndrome adults with 
donepezil. A tendency for benefit in the areas of global, cognitive and adaptive 
functioning was noted compared to the placebo group. The sample size in this study 
was too small for these effects to be confirmed statistically and the researchers
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recognise the need for a larger, randomised controlled trial in this population (Prasher 
et al.. 2002).
Medical interventions involving the use of psychotropic drugs can also be vital in 
treating other concurrent disorders alongside a dementia. As discussed above, the 
treatment of psychiatric disorder or sensory impairment can greatly reduce the levels 
of distress any individual may be experiencing (Holland et al.., 1993).
Care Management
The AAMR/IASSID (Janicki et al.. 1996) practice guidelines recommend practical 
suggestions for the management and care of adults with a learning disability and 
dementia. The practice guidelines are based on the assumptions displayed in Table 4.
Table 4 
AAMR/IASSID Assumptions
1. Each person’s own needs must be the basis for how care is provided.
2. While some age-associated changes are normal (e.g. changes in stamina and 
sensory abilities), gross mental deterioration is not.
3. People with Down’s syndrome are at greater risk of AD.
4. Some behavioural changes may look like AD, but may be the result of other causes 
and may be reversible.
5. The differential diagnostic process should be essentially the same as that used in the 
general population, except for modifications made to accommodate differing cognitive 
skills.
6. The individual’s own abilities and level of functioning at any point in time should 
be the basis for evaluating subsequent changes.
The AAMR/IASSID guidelines contain a care management component that advises 
that treatment strategies be documented and carried out that are appropriate to the 
stage of the disease. The guidelines state three general principles o f care
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management. The first is to help the person preserve and maximise function. 
Secondly, to use interventions and supports that are appropriate to the stage of the 
disease and finally that multidisciplinary care planning be conducted. The care 
management guidelines are split into three sections that focus on the early, middle and 
late stages of dementia.
The early-stage practice goal is “to optimise the person’s sense of success in everyday 
activities, encourage positive self-esteem, and maintain autonomy and good physical 
and emotional health for as long as possible” (Janicki et al.. 1996:378). The mid-stage 
practices identified by Janicki et al.. (1996) include keeping the person appropriately 
stimulated both mentally and physically, providing help where necessary with self 
care, intervention to reduce distress and work with relatives, carers and other residents 
to understand the dementia process. Finally in the late stage of dementia Janicki et al.. 
(1996) recommend mobility and movement is maintained, physical health issues are 
addressed such as epilepsy or incontinence and work is carried out with families, 
carers and residents to support them through the process of terminal care and 
eventually death.
Further principles have since been developed which continue to define service 
practices for people with a learning disability and dementia. Wilkinson & Janicki 
(2002) developed the Edinburgh Principles, which they expect to be adopted by 
service organisations internationally. Wilkinson & Janicki (2002) focus some 
principles on areas not explicitly included in the Janicki et al. (1996:p280) practice 
guidelines. One such principle is to “plan and provide supports and services which 
optimise remaining in the chosen home and community of adults with intellectual 
disabilities affected by dementia”. This principle is focusing on the environment of 
the individual. It is critical that the individual does not have to make a number of 
successive moves into residential provision. Other environmental issues to be 
considered include reducing and controlling activity and noise levels and providing 
good signposting and multiple cues to aid navigation of the home (Holland et al.,
1996; Alzheimer’s Society 2000).
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Guidelines and principles have been provided to aid care staff in the difficult job of 
caring for adults with a learning disability and dementia. However there is no 
research evidence detailing how many residential homes are aware of these principles 
and whether practice is guided by them. It is important to know if this information is 
being disseminated to the shop floor.
Day Services
Holland et al.. (1996) recognise that persons with a learning disability and dementia 
require day programmes. Force & O’Malley (1999) recognise that the use of adult 
day services is increasing for adults with learning disabilities and dementia. Day 
programmes provide a structured environment for people who require supervision.
Day services usually provide assistance with personal care, transportation and lunch as 
well as daily activities (Force & O’Malley, 1999). Melin & Gotestam (1981) cited in 
Holland et al.. (1996) found that persons with dementia can be prompted to engage in 
meaningful day-to-day activities and they can be continued for some time after extra 
staff input has ceased. Activities may include music and art, cooking, reminiscence 
groups, outings, exercise activities and socialisation. The activities should affirm the 
individual’s strengths, capabilities, skills and wishes in line with the Edinburgh 
Principles (Wilkinson & Janicki, 2002). Force & O’Malley (1999) conclude that day 
services can effectively care for people with dementia and that there is a demand for 
services of this nature.
The focus is primarily on the management of dementia in people with a learning 
disability rather than the treatment. Although recent developments regarding the use 
of donepezil to slow down the symptoms may allow a slight shift in emphasis. 
However there is relatively little evidence supporting either management or treatment 
strategies. Given the importance of evidence based practice (Department of Health, 
1999) it is essential that further research be carried out to evaluate the usefulness of 
the above treatment and management strategies for dementia in adults with a learning 
disability. The lack of research evidence indicates that the status of treatment for 
dementia in adults with a learning disability is poor.
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Conclusion
The evidence discussed highlights areas in need of further attention and development 
in regard to the assessment and treatment of dementia in adults with a learning 
disability. Valuing People (Department of Health, 2001) states “those who develop 
AD have very special needs. Providing good quality support for these individuals is a 
major challenge”. The status of both assessment and treatment for this client group 
appears to be poor. Although recent developments in assessment provide hope that in 
the near future, effective strategies for assessing dementia in adults with a learning 
disability will be widely disseminated. Recent developments in treatment strategies 
have also been made, in particular focusing on slowing down AD with psychotropic 
medication and caring for individuals in a respectful and effective manner, as 
recommended by guidelines and principles.
Holland (2002) highlights that due to the rapidly increasing proportions of older 
people in western society the increase in research into difficulties associated with later 
life is likely to continue. Therefore there is a real possibility of effective assessment 
and treatment strategies being developed for dementia and in particular Alzheimer’s 
disease. However, it is essential that the needs of individuals with dementia and a 
learning disability be incorporated into future plans. Therefore individuals with a 
learning disability and dementia need to be included as an important group in 
treatment trials for drugs such as donezepil at an early stage. Unfortunately the 
advances discussed may require between five and ten years before substantial results 
are published (Dalton, Wisniewski & Janicki, 1999).
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If a child 'with a history of epilepsy or head injury were referred to a Clinical 
Psychologist in a CAMHS team, the Psychologist would need to be aware of the 
limits of their specialist knowledge and expertise. Both are neurological conditions 
that require specialist neuropsychological input in their diagnosis, assessment and 
management (Carr, 1999). Therefore the focus of this discussion will replicate the 
limitations of the knowledge of a CAMHS Clinical Psychologist on epilepsy and head 
injury. There will not be a focus on the specialist assessment procedures, which are 
available for these conditions, or on detailed knowledge of neurological brain 
development. The focus will be on the possible mental health implications for a child 
with a history of head injury or epilepsy.
Assessment and intervention will be discussed in the context of the psychological and 
behavioural, cognitive, systemic and psychodynamic features. First, the definitions of 
epilepsy and head injury will be explored.
What is epilepsy?
“Epilepsy is a common neurological disorder characterised by sudden, brief attacks 
that may alter motor activity, consciousness and sensory experiences,” according to 
Snyder (1998), page 304. These brief attacks are known as seizures, which can be 
defined as “sudden involuntary, transient alteration in cerebral function due to a 
abnormal discharge of neurons in the Central Nervous System” (Thiele, Gonzalez- 
Heydrich & Riviello, 1999, page 672). There are different types of epileptic seizure 
and of epilepsy syndrome. Epileptic attacks are classified in a number of ways 
according to their clinical and EEG features, their duration or their origin in the brain 
(Graham, 1991). The focus of this discussion will be on the overarching disorder 
“epilepsy” as defined above.
It is estimated that approximately two percent of the population will have at least one 
seizure sometime during their lives (Snyder, 1998) and that epilepsy is one of the most 
common physical disorders that occurs in childhood (Graham, 1991). Lennox & 
Lennox (1960) reported that seventy five percent of epilepsies had onset prior to 
twenty years of age.
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What is head injury?
Head injury resulting from head trauma is described as a “dynamic process, not only 
evolving over the hours and days following the injury, but continuing over the course 
of weeks and months,” (Snyder, 1998, page 244). Begali (1992) defines head injury 
as “a traumatic insult to the brain capable of producing physical, intellectual, 
emotional, social and vocational changes”.
Appleton (1998, page 1) reports “head injury is the most common cause of death in 
childhood.” Appleton (1998) estimates that six percent of children under fourteen 
years of age are admitted to a hospital with a closed head injury each year. The 
majority of head injuries in children occur as a result of road traffic accidents, falls, 
injuries from objects, non-accidental injury (child abuse) or epileptic fits (Ward,
1995).
As stated above epileptic seizures can cause head injury, it is also possible that as a 
result of a head injury a child can develop epilepsy. Post-traumatic seizures are 
common in cases of severe head injury (Carr, 1999). The two conditions are linked in 
many ways; both are neurological in nature, are chronic medical problems and both 
can cause changes in thinking and mood. Generally the two conditions will be 
discussed together, unless there are significant differences in their assessment and 
intervention.
Developmental Perspective
It is important that the assessment and intervention provided by a Clinical 
Psychologist working in a CAMHS service are developmentally sensitive. A 
developmentally informed assessment should focus on normative guidelines in 
interpreting behaviours, it should observe age differences in the patterns of syndromes 
and behaviours and there should be an awareness of the change of behaviour over time 
(Ollendick & Vasey, 1999). Developmental issues are equally important as part of 
intervention with children; treatment should differ for children according to age and 
the context of the family also needs to be considered depending on the age of the 
child. The individual developmental issues for epilepsy and head injury in children
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are beyond the scope of this discussion. However it is important to highlight the value 
of using a developmental perspective when working with children.
Children with epilepsy or a head injury are likely to experience psychological 
difficulties as a result of their condition and this may subsequently result in a referral 
to a CAMHS service (Jalava & Sillanpaa, 1996; Brown, Chadwick & Shaffer, 1981). 
Epilepsy can have a significant effect on the psychological health of both the child and 
family, as it is both chronic and recurrent in nature (Thiele et al.. 1999).
Assessment
The aim of any assessment a Clinical Psychologist completes is to produce an initial 
formulation of the client’s difficulties (Carr, 1999), which will then inform the 
Psychologist’s intervention. The formulation will take into account predisposing, 
precipitating, maintaining and protective factors. Figure 1 below illustrates an 
overview of these factors and potential examples that may be particularly pertinent in 
the case of a child with a history of head injury or epilepsy.
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Figure 1- Adapted from Carr (1999, page274-5 )
PREDISPOSING FACTORS
Biological factors
- Genetic vulnerabilities
- Pre and perinatal complications
- Early insults, injuries and illnesses
- Parent-child factors in early life
- Attachment problems
- Lack o f intellectual stimulation
- Authoritarian parenting
- Permissive parenting
- Neglectful parenting
- Inconsistent parental discipline
Stresses in early life
- Bereavements or separations
- Child abuse
-  Social disadvantage
- Institutional upbringing
Psychological factors
- Low intelligence
- Difficult temperament
- Low self-esteem
- External locus of control
- Exposure to family problems in early life
- Parental psychological problems
- Parental alcohol and substance abuse
- Parental criminality
- Marital discord or violence
- Family disorganisation
- Deviant siblings
1
PRECIPITATING FACTORS
Head Injury
-Nature of lesion
- Secondary complications
- Seizure activity
- Coma characteristics
- Duration o f  post-traumatic amnesia. 
Epilepsy
- Age at onset
- Degree o f  seizure control
- Seizure I epilepsy type
- Seizure frequency
- Medication ^
'resenting Problem
MAINTAINING FACTORS 
Psychological factors
- Low self efficacy
- Dysfunctional attributional style
- Perceived stigma and discrimination
- Feeling of lack o f control over one’s life
- Dysfunctional coping strategies
Systemic factors
- Inadvertent reinforcement o f problem behaviour
- Insecure parent-child attachment
- Confused communication patterns
- Triangulation
- Chaotic family organisation
- Father absence
- Marital discord
- Dysfunctional parenting
Parental factors
- Parents have brain damage or injuries resulting from the 
same accident.
- Parental psychological problems or criminality
- Inaccurate expectations about recovery
- Low parental self-esteem
- Dysfunctional coping strategies
Social network factors
- Poor social support network 
-High family stress
- Poorly resourced educational placement
- Social disadvantage
PROTECTIVE FACTORS
Psychological factors 
-High IQ
- Easy temperament
- High self esteem
- Functional coping strategies
- Optimistic attributional style
Systemic factors
- Secure parent-child attachment
- Clear family communication
- Flexible family organisation
- Father involvement
- High marital satisfaction
Parental factors
- Good parental adjustment
- Accurate expectations about recovery
- High parental self esteem
- Secure internal working models for relationships
- Optimistic attributional style
Social network factors
- Good social support network
- Low family stress
- Well-resourced educational placement
- High socio-economic status
Treatmentfactors
- Good co-ordination among involved professionals
- Family accept there is a problem
- Family are committed to resolving the problem
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It is important for the clinician to be friendly and flexible in their approach to the 
child. Questions should be formulated according to the age of the person. Some 
useful general questions would be; how does it feel to have epilepsy /  head injury, is 
there anything about having it that worries you? How are things at school and has 
having epilepsy / head injury caused problems for you in your class? Has your 
epilepsy / head injury caused problems for you at home or with your friends? (Kanner 
& Weisbrot, 2001).
Self-report measures can also be useful during assessment of children. Kanner & 
Weisbrot (2001) recommend the Child Symptom Inventories as screening tools for the 
behavioural, affective and cognitive symptoms of childhood disorders, the Child 
Behaviour Checklist can be used to evaluate pathologic behaviours and social 
competence in children aged four to sixteen years. There are a number of scales for 
specific diagnoses, such as the Children’s Depression Inventory and the 
Multidimensional Anxiety Scale for Children. These self-report measures can help 
highlight areas of difficulty to the CAMHS Clinical Psychologist.
The core element when assessing a child with mental health problems with a history 
of head injury or epilepsy is whether the mental health problems are caused by or are 
independent of these physical conditions. It is possible that the child may have been 
experiencing pre-morbid mental health problems. The assessment should also explore 
psychological and behavioural difficulties, cognitive difficulties and systemic issues.
Intervention
The aims of the intervention provided by the CAMHS Clinical Psychologist will be 
guided by the formulation. Psychological treatment approaches are recognised to play 
an important role in the successful management of both epilepsy and head injury in 
children (Miller, 1994).
The intervention may involve the CAMHS Psychologist referring to a Child Clinical 
Neuropsychologist. This is particularly important if the CAMHS Psychologist finds at 
assessment that the presenting problems are consistent with injury / epilepsy variables
58
Child, Adolescent & Family Essay
or if there has been a change in the child’s pre and post injury / epilepsy onset 
functioning. The CAMHS Psychologist may continue to remain an important member 
of the team in supporting the child and family in coping with the emotional and 
behavioural sequelae of the condition (Middleton, 2001).
Assessment of Psychological and Behavioural Difficulties
There is no specific psychological problem associated with epilepsy or head injury 
(Graham, 1991). Typically children may present with anxiety or depression (Thiele et 
al., 1999; Viguier, Dellatolas, Gasquet, Martin & Choquet, 2001). Following head 
injury, posttraumatic stress disorder may also develop (Appleton, 1998). This is a 
psychological reaction that is more likely in children following head injury than 
following epilepsy. If psychological problems are not addressed, they may remain an 
issue for many years (Canterbury & Yule, 1997 cited in Middleton, 2001).
Behaviour problems are frequently cited in the literature as a common associate of a 
diagnosis of epilepsy or head injury in children (Cull, 1997). Research indicates that 
significantly more children with epilepsy display behaviour disorders than do their 
own siblings (Epir, Renda & Baser, 1984), their same age and ability peers (Clement 
& Wallace, 1990) or children with other chronic conditions, such as diabetes (Hoare 
& Mann, 1994).
The explanation for this increased risk of psychological and behavioural problems is 
not clear (Cull, 1997). Possible condition-related causes include the actual head injury 
or epilepsy itself, its treatment, the impact of associated brain damage, the reactions to 
a diagnosis or causes which are equally applicable to those without head injury or 
epilepsy (Besag, 2002). Cull (1997) supports the referral of the child back to the 
medical physician responsible for the management of the child’s epilepsy or head 
injury if it can be clearly established that the psychological or behavioural problems 
are directly related to the condition itself, is part of a seizure or related to medication 
variables. The CAMHS Clinical Psychologist may not have enough expert knowledge 
and practice experience to be able to intervene where medical factors were the clear 
trigger for the difficulties.
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Epilepsy or head injury condition
Graham (1991) reports that psychological and behavioural changes are common in the 
child with epilepsy, particularly in the day or two preceding a seizure, where a child 
may become excitable, moody or irritable. It is also common for seizures to be 
followed by behavioural change, for example the child may appear slightly 
disorientated.
Treatment
The behavioural effects of the older well-established antiepileptic drugs are 
recognised. Phenobarbitone can cause behavioural disturbances in young children 
(De Silva, Macardle, McGowan, Hughes, Stewart, Neville, Johnson & Reynolds, 
1996). The behaviour problems are recognised as mimicking attention deficit 
hyperactivity disorder (Besag, 2002).
Associated brain damage
Brain damage in a child may be as a result of the head injury or epilepsy, for example 
frontal lobe dysfunction may result in disinhibited behaviour. Besag (2002) 
recognises that frontal lobe dysfunction may present with features similar to attention 
deficit disorder. The child may also experience feelings of frustration, which may be 
expressed through behaviour.
Reactions to diagnosis
A diagnosis of head injury or epilepsy may impact on a child’s life significantly. The 
child may be limited in the activities they are allowed to do or be teased by others, 
both of which may be damaging to self-esteem, resulting in possible psychological 
and behaviour difficulties (Besag, 2002).
Causes applicable to children without a diagnosis o f head injury or epilepsy 
A diagnosis of epilepsy or head injury does not mean that any psychological or 
behavioural difficulties in the child are caused by the condition. The many other 
causes of these difficulties in children without either of these conditions are equally 
applicable to children with epilepsy or head injury. Middleton (2001) acknowledges 
that many of the psychological and behavioural difficulties that arise in children
60
Child, Adolescent & Family Essay
following a head injury are not exclusive to those with a head injury. However 
premorbid difficulties are often exacerbated in frequency, duration and intensity.
The Clinical Psychologist working in a CAMHS service would need to carry out a 
thorough behavioural analysis to develop hypotheses concerning the role of different 
variables to the mental health problems. The aim of a behavioural analysis is to 
ascertain the functions of a particular behaviour.
The analysis may involve interviews with the child, teachers and carers, direct 
observation of the child and the completion of checklists and questionnaires. A 
component of the analysis would be to investigate carer’s attributions of the 
behaviour. Cull (1997) reports that some parents believe their child’s behaviour is 
attributable to the epilepsy or head injury and therefore nothing can be done to help. 
Alternatively, they may believe their child is being difficult and this is not related to 
the epilepsy or head injury. The carer’s beliefs may become one aim for change in 
intervention. Teachers are also an excellent source of information when assessing 
behavioural factors and they do not have the potential bias that a parent may have 
(Dunn, Harezlak, Ambrosius, Austin & Hale, 2002).
Overall the literature is conflicting and there is little evidence of one factor being 
responsible for the development of behaviour disorders (Cull & Brown, 1992). 
Therefore the role of the Clinical Psychologist is to ascertain which factors are causal 
on an individual basis.
In assessing psychological disturbances the CAMHS Clinical Psychologist would 
conduct a structured assessment interview with both the child and their family. In 
addition self-report measures and questionnaires may be given to the child, their 
parents and teachers. It is important to carefully consider the symptoms of 
psychological problems such as depression in these conditions. Vigeur et al.. (2001) 
highlights that symptoms of depression such as trouble concentrating, slowness, lack 
of interest and sleep problems may not be of the same value in children with a history 
of epilepsy or head injury as those CAMHS cases without a history of these 
conditions. As these key symptoms of depression may be caused by the epilepsy or
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head injury condition directly. The CAMHS Psychologist should be aware of these 
issues in assessing for psychological problems.
A useful instrument to assess psychological problems and adjustment in children with 
epilepsy is a Quality of Life Measure. The QOLIE-AD-48 (Cramer cited in 
Andelman, 2000) is an inventory for 11 to 17 year olds that aims to assess the impact 
of epilepsy, attitudes towards epilepsy, physical functioning, stigma, social support, 
school behaviour and perception of health.
Intervention with Psychological and Behavioural Difficulties
Early intervention programmes are thought to help the prevention of behavioural 
problems in children with epilepsy (Dunn & Austin, 1999). Currently there is no way 
of identifying those children who are likely to develop behavioural or psychological 
problems. Even without this information early intervention programmes aimed at 
aiding parental management would still be valuable (Goldstein & Cull, 1997).
Cull & Brown (1992) recommend a learning perspective in the management of 
behavioural problems in children with epilepsy. Environment is identified as a key 
maintaining factor for the difficulties in association with a lack of opportunity to learn 
acceptable and appropriate forms of behaviour. The intervention would be based on 
the information gained from the behavioural analysis completed at assessment. Cull 
& Brown (1992) report that antecedents for behavioural difficulties are being 
criticised, being asked to do something or not getting attention. They also report the 
common consequences for behavioural difficulties are for the child to be removed 
from a situation and / or gain adult attention. Therefore the focus for intervention 
would be that inappropriate behaviours are not reinforced and a lack of these 
behaviours or appropriate behaviours are positively reinforced and rewarded.
Treatment of psychological problems such as depression or anxiety is similar to that 
of children without a history of head injury or epilepsy. Cognitive behaviour therapy, 
psychotherapy and family therapy should all be considered (Weisbrot & Ettinger, 
2001). Baker (1997) recommends the use of relaxation strategies as a component of
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anxiety management. This may be particularly useful as anxiety is seen as a potential 
seizure precipitant. Cognitive behaviour therapy has been found to be effective in 
assisting adults with epilepsy come to terms with their diagnosis, but this has not yet 
been replicated in children (Tan & Bruni, 1986). The use of psychotropic medication 
for depression or anxiety in epileptic patients needs to be considered carefully by the 
physician. It is reported that they may generally be used safely with epileptic patients 
(Weisbrot & Ettinger, 2001).
Assessment of Cognitive Difficulties
It would be highly likely that a Clinical Psychologist working in a CAMHS service 
would consider a cognitive assessment of the child presenting with a history of head 
injury or epilepsy. If the child was presenting with behaviour, cognitive, familial or 
psychological difficulties, a cognitive assessment may be able to contribute 
extensively to the formulation. Baldwin, Seddon, Demelweek, Hughes & Fishwick 
(1998) comment that underlying cognitive deficits are only revealed for head injury 
clients when a full cognitive assessment is conducted. These underlying difficulties 
can often impact on a number of elements of the child’s life.
A number of factors have been reported to relate to cognitive impairments. These are 
similar to the factors highlighted to relate to behavioural difficulties. For example the 
medication a child may be taking to treat their seizures as a component of either 
epilepsy or head injury. The literature reports that anticonvulsant medication may 
have an impact on poor cognitive functioning, including attention, concentration, 
memory and mental processing (Weisbrot & Ettinger, 2001; Bullen, 1987). The age 
of onset of the epilepsy or age at which the brain injury was sustained can also affect 
the cognitive impairment. Early-onset childhood closed head injury affects cognitive 
development more than later-onset injury (Dennis, Guger, Roncadin, Barnes & 
Schachar 2001). Similarly, Bullen (1987) reports that an early age of onset in children 
with epilepsy is associated with cognitive deterioration.
The literature reports a mixed picture of cognitive functioning for those with a history 
of these conditions. It is reported that there is a wide variation in the cognitive
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abilities and deficits among children with epilepsy, and that having epilepsy is not an 
adequate predictor of future academic performance on its own (Fowler, 1997. Begali
(1992) reports that for head injury cognitive deficits are common and persistent.
Every child’s cognitive strengths and weaknesses will vary individually, whether the 
child has epilepsy, a head injury or neither condition. Some generalisations can be 
made regarding the cognitive functions that are likely to be affected in these 
conditions based on the research findings, and these will be discussed.
Intelligence
The most likely method of assessment of intelligence for children with a history of 
head injury or epilepsy is the Wechsler Intelligence Scale for Children -  Third Edition 
(WISC-III). The CAMHS Clinical Psychologist is likely to have access to this 
assessment tool and be familiar and competent in its use.
The evidence for children with a history of head injury is that well learned and 
acquired knowledge returns more quickly and hilly than the ability to learn new skills 
and solve problems (Begali, 1992). Therefore on the WISC-III this would show as 
persistent and pronounced deficits in Performance versus Verbal IQ.
The evidence for children with a history of epilepsy is less clear. A more diffuse 
cognitive effect with decreased performance on both verbal and performance IQ tasks 
has been found (Vargha-Khadem, Isaacs & Muter, 1994). A number of studies have 
found that most children with epilepsy are of average intelligence, the mean IQ of 
children with this condition has been found to be a little below average (Graham,
1991; Fowler 1997). Therefore on the WISC-III a large discrepancy between Verbal 
and Performance IQ would not be expected, although the scores may be slightly below 
average.
Attention
The Freedom from Distractibility Index (FD) for the WISC-III is a useful measure of 
attention (Kaufman & Kaufman, 2000) and is therefore accessible to the CAMHS 
Psychologist.
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Attention is recognised to be sensitive to seizure activity in epilepsy (Fowler, 1997). 
Williams, Griebel & Dykman (1998) found reduced attention skills in relation to 
measured ability in a paediatric epilepsy sample. The findings of inattention were 
independent of seizure type. Attention difficulties are also common in children with a 
history of brain injury (Willmott, Anderson & Anderson, 2000). The difficulties often 
occur with divided attention and sustained attention (Baldwin et al.., 1998). The child 
with a history of brain injury will probably be able to concentrate on activities they 
have self-selected. Therefore a below average score would be expected on the FD 
index of the WISC-III for both children with a history of epilepsy or head injury.
Memory
Memory is interlinked with attention, as poor attention compromises memory and 
learning. Williams et al. (1998) suggest the Wide Range Assessment of Memory and 
Learning for evaluation of memory impairment in children. If the CAMHS 
Psychologist does not have access to this instrument, it would be possible to evaluate 
memory functioning using the WISC-III. Key sub-tests that would highlight short­
term memory impairment would be the Arithmetic and Digit Span and the Information 
subtest may highlight impairment in an individual’s long-term memory (Kaufman & 
Kaufman 2000).
Disorders of memory are common in children who have sustained a head injury. In 
recovery long term memories return first, followed by memories for events closer to 
the time of the injury (Lezak, 1983). It is also common that individuals who became 
unconscious while sustaining the head injury experience a loss of memory for events 
preceding the injury, from minutes to days before the accident. Specific memory 
difficulties can follow a head injury, for example only in visual recognition or verbal 
memory (Begali, 1992). An overall assessment of a child’s functional memory would 
highlight any difficulties.
A child with epilepsy may suffer memory difficulties after a seizure; they may suffer 
memory loss for both the seizure and for preceding events (Marshall & Crawford,
2000). Williams et al. (1998) found that children with epilepsy scores on subtests 
measuring verbal and visual memory were within the average to low average range.
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except on two tasks that also tapped attention, in which the children were within the 
borderline to low average range.
Other Cognitive Difficulties
Children with a history of head injury or epilepsy are likely to also experience 
difficulties with language, executive functioning, perception and processing speed 
(Begali, 1992; Williams et al.., 1998). Formal cognitive tests such as the WISC-III 
are viable tools to highlight these areas of difficulty.
Intervention with Cognitive Difficulties
Cognitive assessment of children with a history of head injury or epilepsy is very 
valuable for identifying strengths and weaknesses, evaluating potential academic 
achievement and also for developing interventions and rehabilitation programmes 
(Fowler, 1997).
Cognitive rehabilitation for head-injured children is not a readily available 
intervention in Great Britain (Johnson, 1989). Therefore there are few outcome 
studies reviewing this intervention. The CAMHS Clinical Psychologist would be able 
to recommend basic cognitive rehabilitation strategies for the child with a history of 
head injury or epilepsy.
A rehabilitation programme for a memory difficulty may focus on the development of 
strategies for the child to aid them through the day without missing out important 
components of their routine. One such strategy would be to develop a systematic 
routine so that the environment was highly predictable. Memory aids such as lists, 
diaries and alarm timers are recognised as useful interventions (Carr, 1999).
Specialist learning methods can also be utilised, such as over learning and multi- 
sensory learning where auditory and visual channels are used concurrently.
Assessment of Systemic Difficulties
Chronic illnesses such as epilepsy and head injury are recognised as having an impact 
on the family of the child. This impact may be psychological, financial or social
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(Kim, 1991). Families of epileptic children "with behavioural difficulties are reported 
to have poorer global functioning, less social support and limited financial resources 
compared to families of well-functioning children (Weisbrot & Ettinger, 2001).
The child’s relationship with their parents is a critical variable relating to the 
adjustment of the child with epilepsy (Nicholas & Pinata, 1994). Parent-child 
relationships and communication are reported indicators of self-esteem, dependency 
and academic achievement in children with epilepsy (Pinata & Lothman, 1994). 
Excessive dependency is a frequently reported problem for children with epilepsy 
according to Pinata and Lothman (1994).
The unpredictable nature of epilepsy is recognised to be a major difficulty for parents 
to cope with, and therefore parents feel out of control and helpless (Pianta & Lothman, 
1994). Subsequently parents react by either being over or under controlling of their 
child.
Miller (1994) describes a number of reactions that may occur in the family; horror, 
disbelief, guilt, fear, anger, sadness, anxiety, embarrassment, confusion, depression 
and avoidance. These reactions may be expressed through the behaviour of parents 
such as overindulgence, permissiveness, poor compliance with medication regimes, 
changes to family activities and decreased expectations of the child. The child may 
then react by feeling guilty and concealing from their parents, they may adopt the sick 
role, withdraw and have low self-esteem. The parental and child reactions can act as a 
vicious circle, with each reaction perpetuating the other.
The family environment is reported to be a significant moderator of the impact of head 
injury. Children with severe head injury whose families function poorly recover less 
rapidly than children whose families function well (Yeates, Taylor, Drotar, Wade, 
Klein, Stancin & Schatschneider, 1997).
Family relationships are best assessed via direct observation either during a problem­
solving task or a free play setting. The observations would focus on parental 
behaviour towards the presenting child and any siblings and the child’s behaviour
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towards their parents and siblings (Cull, 1997). The commonly observed qualities of 
the parent and child discussed above would need to be explored, such as the over or 
under controlling nature of the parent or the excessive dependency of the child.
Intervention with systemic difficulties
Cull (1997) recommends that interventions should focus on the parental behaviour 
towards the child, for example their attitudes and feelings about their child and how 
these are communicated. She reports The Parent / Child Game can help to modify 
maladaptive parent interactions by teaching more appropriate reinforcement strategies 
and how to use commands correctly. Cull (1997) reports this intervention to be 
effective in improving both the skills of parents and the behaviour of children.
A different approach to systemic difficulties is the use of parent groups. These groups 
provide both education and support to parents and could be particularly useful for 
parents of both children with a head injury or epilepsy (Cull, 1997).
In some families where education and support may not be sufficient, formal family 
therapy may be necessary. The family is seen as important in the development and 
maintenance of psychological, behavioural or systemic problems that may have arisen. 
Family therapy involves the whole family exploring together communication systems 
and the functions of behaviours. It is also important for family members to be enabled 
to experience the necessary reactions to their grief (Begali, 1992). There are no 
reported studies of the efficacy of family therapy for families with a child with a head 
injury or epilepsy (Baker, 1997).
Psychodynamic factors in assessment and intervention
There is little focus in the literature on psychodynamic thinking around epilepsy and 
head injury. The CAMHS Clinical Psychologist may find the psychodynamic 
perspective makes a valuable contribution to both their assessment and formulation 
and subsequently their intervention.
There are many issues that psychotherapy can address, such as focusing on the reality 
of the seizure behaviour, aiding the patient to break through denial and accept the
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condition, understanding how the condition affects them and to assist in co-operation 
with medication regimes. There is often a deeper meaning for the child, their family 
and their way of life as a result of the child's condition. Miller (1994) emphasises that 
psychodynamic psychotherapy should be directed towards allowing the child to gain 
an understanding of the relationship between their seizures and intrapsychic 
functioning. An analysis of their defenses and on restructuring the personality with 
the aim of reducing tension is seen as important (Miller, 1994).
In epilepsy the collapse of the body and control over it and the loss of consciousness 
experienced during a seizure are seen to impinge on the individual's sense of somatic 
and psychic wholeness. The seizure experience is seen as fragmenting to the person's 
view of themselves as integrated beings (Creegan, 1993). Therefore a crucial 
component of the therapeutic process is helping the child to form an integrated sense 
of self. Gradually with the aid of psychotherapy they replace the sense of 
fragmentation, alienation and isolation (Miller, 1994).
Fenwick (1991) comments that psychodynamic psychotherapy works at various 
levels; as better life adjustment will lead to reduced stress and tension and there is a 
possibility that this may reduce seizure activity in epilepsy.
Conclusion
In considering how a history of head injury or epilepsy in a child would influence the 
assessment and intervention of a CAMHS Psychologist it has become apparent that 
much of the literature and research focuses on assessment. The assessment of the 
child is clearly crucial in developing a formulation and subsequently an intervention 
plan. It is possible that the lack of literature regarding intervention for these specific 
conditions is as a result of similar interventions being used as in the “normal”
CAMHS population. Therefore the research findings are generalised to children with 
a history of epilepsy or head injury. For example Cognitive Behaviour Therapy is 
reported to be successful for children with depression and therefore assumed to be 
successful in children with depression with a history of head injury or epilepsy.
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The psychological problems of many children'with epilepsy or head injury 'will be 
unrelated to their condition and more closely linked to factors such as disturbances of 
family relationships (Graham, 1991). Therefore there is no reason that any 
behavioural, psychological or systemic difficulties experienced by a child with a 
history of head injury or epilepsy will not respond to the ordinary range of 
psychological interventions (Hill, 1989).
The National Institute for Clinical Excellence (NICE) is due to publish guidelines for 
the assessment, investigation and early management of head injury in children and 
adults in February 2003. Guidelines regarding the diagnosis and management of 
epilepsy in children and adults are expected in June 2004 (National Institute for 
Clinical Excellence, 2002). These guidelines will provide recommendations for good 
practice based on the best available evidence of clinical and cost effectiveness. NICE 
report that psychological therapies will be included in these guidelines. Following the 
publication of the above guidelines it is possible that there will be more literature 
available regarding interventions in CAMHS for children with a history of head injury 
or epilepsy.
Overall it is important for the CAMHS Clinical Psychologist to consider a wide range 
of variables in trying to understand why a child is behaving or feeling a particular 
way. These variables include information about the epilepsy or head injury, the 
premorbid and present functioning of the child, and both the child and family’s 
reaction to the diagnosis (Middleton, 2001). The clinician must also take account of 
the child’s developmental stage. These variables plus many more will provide the 
clinician with a detailed formulation, which will lead to a focused understanding and 
management strategy for the child and their family.
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In evaluating whether race and ethnicity are relatively unimportant variables in the 
incidence and treatment of mental health problems in Older People it is critical to 
define the words 'race', 'ethnicity', 'older people’ and ‘mental health difficulties'. 
Therefore the initial part of this discussion will focus on what these words are 
constructed to mean.
What is ‘race’ and ‘ethnicity’?
Definitions of the terms ‘race’ and ‘ethnicity’ vary in the literature, and they are often 
used interchangeably (Cardemil & Battle, 2003). Race is a concept that refers to a 
presumed classification of all human groups on the basis of visible physical traits such 
as skin pigmentation (Reber, 1995). The concept of race has become less meaningful 
in the 20th Century due to increased mobility and travel. This has therefore led to the 
use of the term ethnicity. Ethnicity refers to a group and a social-physical context 
based on common experiences that distinguish one group from another. The common 
features may refer to national origin, religious affiliation or other type of social or 
graphic feature. Carter (1995) states that “ethnicity is often a euphemism for race 
when referring to people of colour and as a non-racial designation for Whites”. The 
above definitions of race as a physical concept and ethnicity as more social in nature 
have not predominantly been adhered to in the cross-cultural literature. The terms do 
have a significant overlap, however are not identical constructs. In the following 
discussion issues of race and ethnicity will be portrayed together. This approach has 
been taken as it is beyond the scope of this discussion to examine in full these two 
constructs.
When discussing race and ethnicity it is easy to fall into the trap of considering all 
ethnic minorities as homogenous. It is often said that the diversity among different 
ethnic groups is frequently not as great as the diversity within each ethnic group 
(Abramson, Trejo & Lai, 2002). In fact there is a vast diversity of unique individual 
and collective experiences in the ethnic minority population, as there is in the majority 
white population in Britain. Differences can be based on an individual’s personality, 
country of origin, sense of racial identity, gender, socioeconomic status or 
acculturation status (Cardemil & Battle, 2003) It is however acknowledged that 
ethnic minority groups may have often shared the collective experience of racism,
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oppression and discrimination in British society today, and more specifically in the 
National Health Service and mental health services. The focus of this essay will be on 
minority racial and ethnic groups in Great Britain or America, therefore those groups 
whose racial and ethnic heritage is different from the white majority. Included in this 
are people of Irish, East European, Jewish, Afro-Caribbean, Chinese, Latino and 
Indian sub-continent origins. Predominantly these groups will be referred to as 
‘ethnic minority groups’, although where evidence and literature is available specific 
ethnic groups will be referred to.
My ethnicity is of the white, majority culture. Therefore throughout this discussion I 
will be focusing on groups of people whose race or ethnicity are different from my 
own. The aim will be to be as objective as possible in my discussion of this topic, 
however it is inevitable that my ethnicity and the values I attach to it may play a role 
in the areas I chose to focus on and my overall discussion.
The Census 2001 (National Office of Statistics, 2001) recorded that in Great Britain 
the ethnic minority population is 4.6million, 7.6% of the population. The largest 
minority group are Asian -  Indian (1.8%), see figure 1. The ethnic minority 
population has grown significantly over recent years. Between 1991 and 2001 the 
ethnic minority population grew by 53%.
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Who are Older People’?
Alongside a shared understanding of race and ethnicity, a clear definition of ‘older 
people’ is also essential. The concept of old age is problematic to define, as old age is 
not a clear cut entity. The age of 65, which is the standard retirement age for men 
within Great Britain, is often used as the standard for defining ‘old age’. Alternatively 
Older People are often referred to as ‘pensioners’, since this includes women from the 
age of 60 and men from 65, as they are no longer of working age and are entitled to 
draw their old age pension. It has been debated whether chronological age is a useful 
way to define old age. Coleman, Bond & Pearce (1993) recognise that other cultures 
use varying social definitions of old age such as grandparenthood or physical fitness. 
However the majority of the literature defines Older People as those of 65 years old 
(Rait, Bums & Chew, 1996; McCracken, Boneham, Copeland, Williams, Wilson, 
Scott, McKibbin & Cleave, 1997; Blazer, Hybels, Simonsick & Hanlon; 2000).
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Mental Health Services for Older People also range in their definition of "Older 
People’. Some services define Older People as individuals over 65 years old and 
other services use age 75 years as their point of inclusion. The National Service 
Framework for Older People (Department of Health, 2001) refers to people over 65 
years in its discussion of the people it is targeting. Therefore for the purpose of this 
discussion Older People will be defined as people over 65 years old.
The Census 2001 (National Statistics Office, 2001) recorded that there has been a 51% 
increase of people aged over 65 years since 1961. The Census 2001 also highlights 
that minority ethnic groups have a much younger age structure than the White 
population, this reflects past immigration patterns. In 2001 (National Statistics Office,
2001) 16% of the White population were over 65 years old, in contrast to 9% of the 
Black Caribbean population who were over 65 years old and 5% of the Asian -  Indian 
population, see Figure 2.
Figure 2 -  The Census 2001 -  Age Structure of Ethnic Groups
United Kingdom
All ethnic groups 
Other 
Chinese  
Other Black 
Black African 
Black Caribbean 
Other Asian 
Bangladeshi 
Pakistani 
Indian 
Mixed 
White
0% 20% 40%  60% 80% 100%
QUnder 16 0 1 6 -6 4  06 5  and over
It seems therefore that Older People from ethnic minority groups in Britain are in fact 
“a minority within a minority” (Coleman, Bond & Pearce, 1993, p5). The term 
"double jeopardy’ has been used to refer to this group who face both the challenges of
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ageism alongside racism (Dowd & Bengston, 1978) and ‘triple jeopardy’ for those 
also experiencing socioeconomic deprivation as a third factor (Norman, 1985). It is 
dear that as both the ageing and ethnic minority populations continue to grow it is 
essential that the variables of race and ethnicity in the Older People population are 
considered carefully.
What are mental health difficulties in older people?
The National Service Framework for Older People (Department of Health, 2001), 
Standard Seven for Mental Health Problems emphasises the importance of considering 
the needs of Older People from ethnic minority backgrounds in mental health services. 
The two most common mental health problems for Older People in Britain today are 
dementia and depression. McCracken et al.. (1997) found the prevalence of dementia 
ranged from 2 to 9% and of depression from 5 to 15%. Therefore the focus of this 
essay will be on the incidence and treatment of dementia and depression in the ethnic 
minority older population, although it is acknowledged that many other mental health 
difficulties also feature in the Older People population, such as Anxiety, Psychosis or 
Substance Misuse. Initially the discussion will examine the incidence of mental 
health problems in the ethnic minority population of older people, in particular on how 
incidence is measured and the potential problems of measurement. The treatment of 
mental health problems in ethnic minority older people will then be assessed. 
Discussion will centre around the types of treatment available and whether race and 
ethnicity impact on treatment.
What is incidence?
Silman (1995) defines incidence as the measurement of disease onset. “Incidence is 
restricted to the inclusion of only those subjects who present with their first disease 
episode from a particular pathology during a particular time period” (Silman, 1995, p. 
11). a  further form of measuring disease is the prevalence rate. Prevalence measures 
all those with a disease at a specific point in time, for example over a year. The 
decision on whether to measure a disease using incidence or prevalence is often based 
on what the actual disease to be measured is. The most suitable form of measurement 
for depression or dementia would be incidence rates according to Silman (1995). It is 
however clear from the literature that both incidence and prevalence are commonly
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reported for both of these mental health difficulties. Therefore for this discussion the 
focus will predominately be on incidence and difficulties of measuring it with this 
population. However many of the issues relating to incidence are also applicable to the 
measurement of prevalence.
Incidence rates are based on assessments which screen for symptoms using diagnostic 
criteria and standardised measures. It is therefore crucial that these criterion and 
measures are accurate for all populations whether majority or minority, old or young. 
However the literature suggests that the measurement of the incidence of mental 
health difficulties in the ethnic minority population of Older People is frequently 
problematic (McCracken et al.., 1997). This literature seems to indicate that race and 
ethnicity are in fact important variables; this will be further evaluated in the discussion 
below.
A number of explanations have been suggested for the difficulties with accurately 
recording incidence of mental health problems in Older People from ethnic minority 
groups. The first is differing cultural expressions of symptomology, for example a 
blurring between psychological and somatic symptoms. Secondly, the screening and 
assessment instruments are unreliable with ethnic minority populations. Thirdly, 
clinicians are biased and prejudiced in their diagnoses. It seems likely that these three 
factors add up to institutional racism. These explanations shall be explored in more 
detail below, alongside the specific difficulties encountered when making diagnoses 
of dementia or depression in the older people ethnic minority population.
Cultural Expressions of Symptoms
Diagnoses of various mental health difficulties are affected by the way a client 
expresses their symptoms or distress. A varied language of emotional expression is 
utilised across the globe that includes somatic, cognitive and physical descriptions. 
Common expressions of distress are disturbances in sleep patterns and appetite, 
tension in muscles and reduced concentration. Flaskerud (2000) states that these 
symptoms are familiar to Psychiatric staff as they are described in the Diagnostic 
Statistical Manual for anxiety and mood disorders; however they are not primary 
symptoms. Less familiar descriptions include the trend for some ethnic minority
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individuals to group somatic symptoms as an expression of specific mood states.
These groupings would be recognisable by a psychiatric professional from the same 
ethnicity or racial background as the client according to Flaskerud (2000). Manson
(1996) gives the example of the Latin American “mal de cerebro ode la mente” (bad 
in the brain / mind), which represents excessive worry or distress. This is a clinically 
meaningful expression, however is not identifiable with any criteria in the Diagnostic 
Statistical Manual.
Misdiagnosis leading to inaccurate recordings of incidence can also occur because 
mental health difficulties may actually present differently in the ethnic minority older 
population. The presentation of depression in African-American clients has been 
found to have higher ratings on hostility and irritability and greater frequency of 
somatic complaints than in white American clients (Baker, 1995).
Hume (1991) reports that dementia is less prevalent in the countries that ethnic 
minorities may have immigrated from due to lower life expectancies. Therefore these 
individuals may be less familiar with the symptoms and therefore less likely to seek 
help at an early stage. Dein & Huline-Dickens (1997) report that in non-western 
cultures dementia is seen as part of the normal ageing process and is therefore not 
medicalised. The expectation is that there will be a decline in cognitive functioning 
and this is seen as a natural stage and help is therefore not sought.
The help seeking of older ethnic minorities is often cited as a potential explanation for 
low incidence rates (Kales et al.. 2000). Ethnic minorities may use religion, church, 
traditional healers or other informal support systems instead of formal mental health 
services (Kales et al.., 2000; Dein & Huline-Dickens, 1997). Therefore lower rates of 
mental health difficulties are recorded for these groups. It is clear that race and 
ethnicity are important variables to consider when a client is reporting their distress to 
a clinician. These variables will not only impact on what the client reports, what 
symptoms they may present with but also on how they go about seeking help for their
distress.
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Screening and Assessment Instruments
A range of screening and assessment instruments are available to the clinician to aid 
the process of diagnosis and formulation, for example the Wechsler Adult Intelligence 
Scale III or the Mini Mental State Examination. Williams (1995) highlights that the 
use of standardised diagnostic instruments for ethnic minority groups is problematic 
as the criteria are generally based on research conducted with predominantly white 
participants. Mills & Edwards (2002) acknowledge that standardised instruments are 
beneficial in simplifying the assessment process; however the instruments need to be 
selected with the characteristics of the population being assessed in mind.
Baker, Velli, Friedman & Wiley (1995) evaluated the effectiveness of the Geriatric 
Depression Scale in screening for depression in black African Americans v’s white 
Americans. The sensitivity of the scale was 53% for black clients and 65% for white 
clients. This indicates that the scale may not be equally effective in identifying 
depression in these two populations.
Dementia is also recognised as problematic to diagnose in the ethnic minority older 
people population as the assessment is predominantly based on mental fimction tests 
which emphasise language recognition and ability (George & Young, 1991, cited in 
Manthorpe & Hettiaratchy, 1993). Therefore those individuals who are not fluent in 
the English language may not be easily screened for dementia. McCracken et al.
(1997) investigated how individuals who do not speak English fared on assessment 
tools for dementia. They found that many more of those who did not speak English 
did not know the year they were bom, their address or the name of the Prime Minister. 
In contrast language did not affect their knowledge of the current day, month or year. 
Therefore it may be that certain questions when testing for disorientation do not work 
well in minority cultures, in particular for individuals who do not speak English.
These difficulties would lead to an overestimation in the incidence of dementia in the 
ethnic minority older people population. Yeo (2001) highlights the efforts of Ponton 
(1996, cited in Yeo, 2001) and Mungas (1996) in developing and validating cognitive 
assessments for older Spanish speaking people. These developments are however the 
exception rather than the norm.
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The difficulty in the diagnosis of dementia in the ethnic minority population is farther 
compounded by low levels of literacy or formal education. The National Statistics 
Office (2001) found that overall ethnic minority groups are more likely to have no 
qualifications at all on completing education than the white majority population. 
Although within this statistic there are some ethnic groups, most notably the Indian 
population who in fact are more likely to achieve higher qualifications than the white 
population. Many dementia screening instruments have a formal education bias 
(Espino & Lewis, 1998) and therefore incorrect answers may be misinterpreted as 
cognitive decline rather than lack of formal education.
There is no standardised test or tool that is culture-free, the construct being measured 
whether it is intelligence, personality, anxiety or depression are all based on what the 
majority culture considers normal. As many of these instruments are developed from 
Euro-American perspectives, ethnic minority cultures are at risk of being 
misdiagnosed and misunderstood (Hays, 1996). Therefore it seems that race and 
ethnicity are important variables to consider in the assessment of mental health 
difficulties in the ethnic minority Older People population with standardised 
instruments.
Clinician bias and prejudice
It is acknowledged that diagnosing clinicians can be subject to the stereotyping that 
the general population often fall victim to (Flaskerud, 2000). It is reported that clients 
from ethnic minority backgrounds are more likely to receive a diagnosis of 
schizophrenia, bipolar disorder or major depression than clients from the majority 
white population. The majority white population are more likely to receive diagnoses 
of affective disorder or alcohol / substance abuse (Strakowski, Shelton, & Kolbrener
(1993). In the population of Older People, those from ethnic minority backgrounds 
are more likely again to receive a diagnosis of psychosis or dementia with delusions 
(Leo, Narayan & Sherry, 1997). Clinicians may be aware of these diagnostic statistics 
and therefore associate a specific diagnosis or set of symptoms with a specific 
ethnicity, further reinforcing both their bias and the statistics.
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The difficulty often encountered by the diagnosing clinician is that a client from an 
ethnic minority background may present with a difficulty that does not easily fit into 
the standard categories provided by the Diagnostic Statistical Manual (American 
Psychiatric Association, 1994), which are based on the norms of the white majority 
population. Acharyya (1996) reports that often people may then be seen as suffering 
from something that falls beyond the range of standard diagnostic categories, labelled 
as ‘West Indian Psychosis’, ‘Atypical Psychosis’ or ‘Exotic Syndrome’.
It has been suggested (McGovern & Cope, 1987) that what causes ethnic minority 
groups to often receive the label o f ‘schizophrenia’ or ‘psychosis’ is the way in which 
they present to clinicians. Their behaviour may appear bizarre to the clinician from a 
white majority background, for example their style of interaction involving verbal and 
non verbal patterns which may be interpreted as aggressive. This behaviour may 
subsequently be interpreted as symptomatic of ‘ schizophrenia’.
As a result of clinician bias, white majority and ethnic minority clients may present 
with similar symptoms, however they are judged differently (Mills & Edwards, 2002). 
Acharyya (1996) suggests that it is important for the clinician to listen harder to what 
the client is saying in their own terms, and to take note of the particular cultural 
dimensions that make up an individual’s being.
Institutional Racism
Institutional racism has been defined as “the collective failure of an organisation to 
provide an appropriate and professional service to people because of their colour, 
culture or ethnic origin. It can be seen or detected in processes, attitudes and 
behaviour which amount to discrimination through unwitting prejudice, ignorance, 
thoughtlessness and racist stereotyping which disadvantage minority ethnic people.” 
(MacPherson, 1999).
The above definition appears congruent with many of the issues already highlighted in 
this discussion. Institutional racism in the National Health Service has been 
acknowledged by the Government as prevalent (Department of Health, 2002). The 
Department of Health (2002) state in their report ‘Inside-Outside’ that “there is no
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single area of mental health care in the UK in -which black and minority ethnic groups 
fare as well as, or better than, the majority white community”. The National Health 
Service has allowed procedures and practices which are discriminatory in outcome if 
not in intent to occur. For example using standardised assessment tools which have 
only been validated with the white majority population with people from ethnic 
minority backgrounds. This is not an appropriate and professional service for those 
with a different race or ethnicity.
The evidence presented above has clearly called into question the validity of the 
incidence statistics for Older People from ethnic minority backgrounds with mental 
health difficulties. Actual data on the incidence of mental health problems in the older 
people ethnic minority populations is limited. This sparseness is more than likely due 
to the difficulties discussed above. The literature continues to highlight the 
difficulties of assessing incidence of mental health problems in older people of ethnic 
minority backgrounds, however there appears to be little attempt to counteract these 
difficulties and therefore provide preliminary data.
Race and ethnicity are both very important variables to be considered when examining 
incidence rates of mental health difficulties in the population of Older People from 
ethnic minorities. Race and ethnicity can impact on whether the client seeks help 
from services, how they present their distress to services, their performance on 
standardised assessment instruments, the clinician’s stereotypes or biases and finally 
on how the wider systems of mental health services and the national health service 
provide an appropriate and professional package of care. Accurate incidence rates are 
very important pieces of information on both an individual level as the diagnosis 
determines the treatment that is provided and on a service level as they are often used 
to plan services (Kales et al.., 2000).
Treatment for mental health difficulties
Treatment for mental health difficulties in the ethnic minority Older People population 
can range from medication, long term care in a nursing home, psychological therapies 
to nothing therefore leaving family members to take on the role of carer. The 
discussion shall investigate the role of race and ethnicity as variables for the above
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types of treatment alongside a more general evaluation of the impact of race and 
ethnicity in accessing and receiving mental health services.
It has been reported that Older People from ethnic minority backgrounds are referred 
less often to secondary mental health services (Odell, Surtees, Wainwright, 
Commander & Sashidharan, 1997) and have a poor uptake of these services 
(Manthorpe & Hettiaratchy, 1993). Abramson et al.. (2002, p. 22) also identified that 
minorities who are in treatment “tend to receive poorer quality mental health care”. 
The National Service Framework for Older People (DOH, 2001) identifies that 
“Unfortunately, for a number of reasons, services may be neither readily accessible 
nor fully appropriate”. The literature identifies that Older People from ethnic minority 
backgrounds may not access mental health services readily due to language barriers, 
lack of information and unfamiliarity with services, the stigma of mental health 
difficulties and cultural beliefs relating to caring for a sick family member creating 
feelings of shame (Hassett, George & Harrigan, 1999; Flaskerud, 2002).
Older People from ethnic minority groups may also hold different expectations 
regarding the input of mental health services in their lives. It has been suggested 
(Caredmil & Battle, 2003) that these individuals may be more likely to engage in 
therapy during a crisis and then terminate therapy when the crisis has passed. This is 
not traditionally how mental health treatment services operate in Britain and so 
judgements may be made on individuals who use services in this way.
In contrast, Marwaha & Livingston (2002) identified that race was not the important 
variable in a comparison of the help seeking behaviour of Black African-Caribbean 
and White-British Older People. Instead they suggest it is in fact age that influences 
people’s decision not to choose to seek medical attention for depression.
The role of family carer
It is commonly assumed by the white majority that Older People from ethnic minority 
backgrounds have strong communities and extended families that provide informal 
support for mental health difficulties (Dein & Huline-Dickens, 1997). Rait, Bums &
89
Older People Essay
Chew (1996) identify this assumption as both false and potentially racist. It is a very 
simplistic generalisation at the least.
It is apparent from the literature that there is still debate over the role of family carers 
in the Older People ethnic minority population. A proportion of the literature 
emphasises that families play a very important role in the care of Older People from 
ethnic minority backgrounds. Espino & Lewis (1998) state that families provide 80% 
of home care for older relatives, and that family members are primarily the caregivers 
for older people with dementia in ethnic minority communities.
In contrast studies also suggest that it can not be assumed that family members will 
provide care when required (Walker & Ahmed, 1994, cited in Dein & Huline-Dicken,
1 9 9 7 ) a  literature review of caregiving research from 1980 to 2000 found no 
evidence to support the view that minority caregivers receive more social support 
from friends and family than White, majority caregivers (Dilworth-Anderson,
Williams & Gibson, 2002). Older People of Afro-Caribbean ethnicity have similar 
household types to the White majority in Britain (Patel, 1990, cited in Manthorpe & 
Hettiaratchy, 1993). Indian, Pakistani and Bangladeshi families are more likely to live 
in extended families, although whether this pattern will persist is not yet known.
Older people from minority groups and their families need to be made aware of 
treatment alternatives. Family carers also need to be provided with training to help 
them adapt to behavioural changes in their relative, to prevent subsequent difficulties 
in their own lives (Espino & Lewis, 1998).
Long-term care
Nursing and care home facilities are under used by older people from ethnic minority 
populations (Dein & Huline-Dickens, 1997). Espino & Lewis (1998) believe the main 
reasons for this low usage are racial discrimination, high cost, insensitivity to cultural 
beliefs and practices and communication difficulties. A further hypothesis for this 
under-usage is the assumption that Older People from ethnic minorities are part of an 
extended family network, which cares for its older family members. Therefore this 
assumption prevents service delivers from targeting ethnic minority groups in their
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planning and provision of long-term care facilities (Walker & Ahmed, 1994, cited in 
Dein & Huline-Dickens, 1997).
A report by The Royal Commission on Long Term Care (Sutherland, 1999) stated that 
“all services offered to older people should have a greater degree of cultural 
sensitivity built in”. Members of care staff in long-term care facilities need to be 
aware of addressing the unique characteristics of Older People from ethnic minority 
backgrounds, such as literacy, extended family involvement, the need for 
demonstrated respect and alternative cultural customs and values (Espino & Lewis,
1998).
Medication
It is well documented that Older People are very likely to receive prescriptions for 
anti-depressant medication from general practitioners (Blazer et al.., 2000). However 
antidepressant use in Older People from ethnic minority groups is recorded as lower 
than in Older People from the white majority population (Blazer et al.., 2000). Blazer 
et al. (2000) found that in 1996-1997 older white Americans were nearly three times 
as likely to take anti-depressants as older African Americans. This study suggests that 
this significant difference is due to under diagnosis of depression in the African 
American population alongside prescribing practices based on the client’s race. 
Although this study is American, the results are likely to be applicable to ethnic 
minorities in Great Britain. However without a replication of this study in Britain, we 
can not be certain that similar seemingly racist prescribing practices exist.
Psychological Therapies
Older People are reported to indicate a preference for psychological therapies over 
antidepressants for the treatment of depression (Unützer et al.., 2003). In particular 
African-American clients have been found to show a preference for counselling over 
medication (Dwight-Johnson, Sherboume, Liao & Wells, 2000). However it has been 
reported that individuals from ethnic minority backgrounds are in fact the least likely 
to receive psychological therapies (Flaskerud, 2000). If they do receive psychological 
therapy, they are more likely to be seen for fewer sessions and by a non-professional 
therapist, according to Flaskerud.
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It is inevitable that factors of race and ethnicity will enter the therapeutic process 
during psychological therapy. The cultural beliefs and practices of the majority in 
society enter the therapeutic process as they form part of the therapist’s and client’s 
understandings and definitions of the difficulty (Berry, Poortinga, Segall & Dasen, 
1992). Difficulties may arise if the clinician and client do not share a common 
definition of the situation.
Cognitive behavioural therapy (CBT) has been identified as an effective form of 
treatment for depression in Older People (Arean & Miranda, 1996). Areân &
Miranda examined the efficacy of CBT in Older People, using an ethnically diverse 
sample. Depressive symptoms were reduced following CBT on either an individual or 
group basis. Long term psychotherapy has also be recognised to be suitable for the 
treatment of Older People, providing clinicians view therapy opportunistically, so as a 
chance to learn something new (Lagana & Shanks, 2002). Family therapy has been 
identified as a treatment which can be used flexibly and sensitively with ethnic 
minority Older People and their families (Dein & Huline-Dickens, 1997).
Cardemil & Battle (2003) emphasise the importance of clinician having open 
conversations with the clients about race and ethnicity. This approach could help 
promote an environment of understanding and trust, which is turn should aid the 
process of treatment. Cardemil & Battle report that this could reduce premature 
ending of treatment and more generally the under use of mental health services by 
Older People from ethnic minority groups.
Conclusion
The variables of race and ethnicity are in fact important in both the incidence and 
treatment of mental health difficulties in Older People. There are differences in how 
mental health difficulties are expressed, how help is sought, how assessment tools and 
diagnoses are applied, how treatment is accessed and provided, how medication is 
prescribed, how the process of psychological therapy takes place, how likely 
individuals are to utilise long term care facilities and more generally how the mental 
health system delivers a service to Older People from ethnic minority groups.
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There is a relationship between race and ethnicity and mental health difficulties in the 
Older People population. Clinicians need to understand this relationship for effective 
service planning and delivery to take place. It would aid this understanding if more 
research was carried out in Britain. Currently the majority of the research is 
conducted in the United States. However, it is not necessary to create special or 
different service for ethnic minority groups, instead mainstream services need to be 
culturally sensitive and responsive.
Overall clinical research on older people continues to focus on majority populations, 
and little consideration is given to older people from minority ethnic groups, older 
people who are gay or lesbian or of religious minority cultures. It is clear that mental 
health research needs to focus its efforts on diverse older clients generally (Hays, 
1996). Atkin, Cameron, Badger & Evers (1989; p. 445) emphasise that the nature of 
the client-clinician relationship needs to be explored as a whole "Rather than changing 
the people to match existing services or marginalising ‘Black’ needs, it is important to 
alter mainstream service provision to be flexible enough to meet al.l people’s needs.”
Clinicians need to consider not only the race or ethnicity of their client, but this 
alongside their age, gender, culture, religious beliefs and values. More importantly, it 
is the complex interaction of these factors that make a psychological formulation 
essential in understanding a client’s presenting difficulties, whatever their race or 
ethnicity.
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Summary of Clinical Experience
Clinical Dossier 
Overview
The clinical dossier contains summaries of the range of experiences gained during the 
three years of training. It also contains summaries of the five clinical case reports. 
The case reports are submitted in full in Volume 2.
Please note that all identifying information in this section has been changed to
preserve anonymity.
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Adult Mental Health Placement Summary
Placement Details
Dates: lO"1 October 2001 to 22nd March 2002
Supervisors: Dr Chris Hall, Clinical Psychologist &
Ms. Anne Heath, Counselling Psychologist 
NHS Trust: North West Surrey Mental Health Partnership NHS Trust
Base(s): Day Hospital, Abraham Cowley Unit, Chertsey &
Brief Intervention Counselling Service, Woking.
Client Demographics
• Individual work with 12 clients (5 male and 8 female) ranging in age from 21
to 58 years from White British backgrounds.
Presenting Difficulties
• Depression
• Anxiety
» Stress at work
• Psychosis -  hearing voices
• Suicidal ideation
• Cognitive impairment (memory)
• Relationship difficulties
• Panic attacks
» Adjustment difficulties (Divorce) 
e Grief
• Sexual abuse
• Alcohol dependency
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Assessment Procedures
• Assessment interviews
• Assessment tools: Beck Depression Inventory II, Beck Anxiety Inventory, 
General Health Questionnaire, Beck Suicide Inventory, The Stroop, MEAMS, 
NART, WAIS-IIII and Risk Assessment.
Interventions
• Cognitive-behavioural therapy
Other Experience
• Co-facilitated One-Day Anxiety Management Workshop.
• Attended Solution Focused Brief Therapy Training Course.
• Completed and presented a service related research project.
• Attended Psychology Department meetings.
• Attended peer review meetings.
• Attended Hospital Managers Mental Health Act Appeal Meeting.
• Observed ECT.
• Training in CBT & Systemic approaches to self harm, fire training, manual 
handling raining and consent training.
• Co-ordination of volunteer.
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People with Learning Disabilities Placement
Placement Details
Dates: From 3rd April 2002 to 20th September 2002
Supervisor: Chris Jacobson, Consultant Clinical Psychologist.
NHS Trust: West Sussex Mental Health & Social Care NHS Trust
Base: Martyn Long Centre, Horsham, East Sussex
Client Demographics
e Individual work with 8 clients (3 male and 5 female) ranging in age from 17 to 
59 years from White British backgrounds.
Presenting Difficulties /Issues
• Autistic Spectrum Disorder
• Anxiety
• Challenging Behaviour
• Dementia
• Bereavement
• Specific phobia
• Residential placement suitability
Assessment Procedures
• Assessment interviews with clients, staff and families.
• Assessment tools: WAIS-III, Adaptive Behavioural Scale II, Family Relations 
Test, Dementia Assessment Scale (DMR), Peabody Picture Vocabulary Test 
and Raven’s Coloured Matrices.
Interventions 
e Systemic
• Behavioural
• Cognitive behavioural therapy
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Other Experience
• Attended Makaton training course
• Provided training course to staff at a residential home on Dementia and 
Down’s Syndrome.
• Attended weekly community MDT meeting for case discussion.
• Visited surrounding services (In-patient assessment and treatment unit, school 
for children with severe learning disabilities and supported employment 
scheme)
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Child and Young People Placement
Placement Details
Dates: From 16th October 2001 to 28th March 2003
Supervisors: Dr Katie Adolphus, Senior Clinical Psychologist &
Dr Lucy Scott-Brown, Senior Clinical Psychologist.
NHS Trust: South West London & St George’s Mental Health NHS Trust
Base: Child and Adolescent Mental Health Service, William Harvey Clinic,
Putney.
Client Demographics
Individual work with 11 clients (8 male and 3 female) ranging in age from 4 to 14 
years from a range of cultural and ethnic backgrounds.
Presenting Difficulties
• Post traumatic stress reaction
• Bereavement
• Specific phobia
• Sexualised behaviour
• Autistic Spectrum Disorder 
e Dyspraxia
• Depression
• School Refusal
• Aggressive behaviour
• Attention Deficit Hyperactivity Disorder
• Asperger’s Syndrome
• School bullying
• Child Abuse.
Assessment Procedures
» Assessment through interview with children through play, interview, 
genograms, observations and monitoring. Interviews with parents and 
teachers.
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• Assessment tools: W1SC-111, WPPS1-R, Achenbach Questionnaire, Theory of 
Mind Tasks, Family Relations Test, Beck Youth Inventories, Birelson 
Depression Inventory, Conners’ Self Report Inventory, Anxiety Questionnaire, 
Sue Spence Social Skills Assessment, and TEAC-h.
Interventions
• Cognitive-behavioural therapy
• Behavioural
• Systemic
• Problem-solving
• Psychoeducation
Other Experience
• Provided a Parenting Skills Class to young mothers for a local housing 
association.
• Provided a presentation to a Primary School on Autistic Spectrum Disorder 
and Attention Deficit Hyperactivity Disorder.
• Presented Major Research Project proposal to Psychology Department meeting 
and CAMHS meeting.
• Attended systemic supervision sessions with Family Therapist
• Visited surrounding services (Children’s Centre, Early Years Centre, Primary 
School, Secondary School and Sleep & Behaviour Clinic).
• Attended Seminars for Trainees provided by Clinical Psychologists (Child 
Protection, Working with Social Services, Psychometric Testing, Working 
with Adolescents, Working with Refugee Families and Working with Under 
5’s).
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Specialist Placement 1 
Sure Start (Under 5’s)
Placement Details
Dates: From 9th April 2003 to 23rd September 2003.
Supervisor: Dr Christy Wellings, Child Clinical Psychologist
NHS Trust: South London & Maudsley NHS Trust
Base: Sure Start Tulse Hill, Mary Sheridan Centre, Kennington, London.
Client Demographics
• Individual work with 10 clients (7 male and 3 female) ranging in age from 4 
months to 3 lA years from a range of cultural and ethnic backgrounds.
• Group work -  Observed and co-facilitated a Webster-Stratton group for 
parents, a behavioural group with some cognitive elements on managing 
behaviour difficulties in children. Five parents attended the whole course, four 
parents attended some of the course. The group was jointly run with a Clinical 
Psychologist (supervisor) and Assistant Psychologist.
Presenting Difficulties
• Sleep difficulties
• Autistic Spectrum Disorder
• Behaviour Difficulties
• Toileting Difficulties
• Pica
• Language Delay
• Faddy Eating
• Behaviour Difficulties in Nursery
• Temper tantrums
• Parental mental health problems
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Assessment Procedures
• Assessment interviews, observations and monitoring.
• Assessment tools: Child Behaviour Checklist, diary records, Parenting Stress 
Index and WPPSI-R.
Intervention
• Behavioural
• Cognitive-behavioural therapy
Other Experience
• Attended Child Psychology Away Day
• Attended Child Protection Professionals Meeting
• Attended monthly Child Psychology Meetings
• Attended Sure Start Partnership Board Meeting
• Provided a consultation to Family Welfare Association on an individual child 
and his family.
• Attended Increasing Awareness of Child Protection Issues training day
• Attended 2 day conference and gave poster presentation on Major Research 
project in progress -  by the Faculty for Children and Young People -  Division
of Clinical Psychology.
• Attended Community Consultation and represented Clinical Psychology 
within Sure Start.
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Older People Placement
Placement Details
Dates: From 15th October 2003 to 26th March 2004
Supervisor: Margaret Williams, Consultant Clinical Psychologist
NHS Trust: North West Surrey Mental Health Partnership NHS Trust
Base: Psychology Department, Abraham Cowley Unit, Chertsey.
Client Demographics
• Individual work with 11 clients (3 male and 8 female) ranging in age from 65 
to 94 year from predominantly White British backgrounds.
Presenting Difficulties
• Psychotic Depression
e Anxiety
• Memory Difficulties
• Alzheimer’s Disease
• Stroke
• Depression
• Marital Difficulties
• Agoraphobia
• Panic
e Bereavement
• Multi-infarct Dementia
Assessment Procedures
• Assessment through interview with clients, family and care staff, observations 
and monitoring.
• Assessment tools: WAIS-III, Hayling & Brixton Tests, Trail Making, FAS, 
Semantic Categories, WMS-R, WIEGL, Clock Drawing, WTAR, MEAMS, 
Mini Mental State, Graded Naming, BDI-II, CAPE, BAI-II, BADLS, Hospital 
Anxiety & Depression Scale and Kendrick Scales.
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Interventions
• Cognitive behavioural therapy
• Systemic
Other Experience
• Provided two training workshops to a nursing home on a psychological 
approach to behaviour difficulties in Older People.
• Attended community team meetings for case discussion
• Attended monthly Psychology Department meetings
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Specialist Placement 2 
Children with Learning Disabilities and Mental Health Difficulties
Placement Details
Dates: 7th April 2004 to 24th September 2004
Supervisor: Dr Maria Callias, Consultant Clinical Psychologist
NHS Trust: South West London & St George’s Mental Health NHS Trust
Base: Clare House, St George’s Hospital, Tooting.
Client Demographics
Individual work with 15 clients (11 Male, 4 female), ranging in age from five to 
fourteen years from a range of cultural and ethnic backgrounds.
Presenting Difficulties
• Autistic Spectrum Disorder
• Asperger’s Syndrome
• Anger
• Challenging Behaviour in school
• Adjustment to Parental Divorce
• Range of Learning Disabilities (Profound -  mild)
• Challenging behaviour at home ^
• Sleep difficulties
• Post-traumatic Stress Disorder
• Fragile-X Syndrome
• Anxiety
• Low self esteem
• ADHD
Assessment Procedures
• Bayley Infant Scales
• WISC-III 
e WPPSI-III
• Merril Palmer Mental Scales
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• Assessment Interview
• STAR behaviour recording charts
• Sleep recording charts
• School Observations
Interventions
• Psychoeducation
• Behavioural
• Systemic
• Cognitive-Behavioural
Other Experience
• Attended weekly Child Psychology Department Meetings
• Attended weekly Child Learning Disability Team Meetings
• Attended Adolescent In-patient Unit ward round
• Visited Moderate Learning Disability School
• Visited Severe Learning Disability School
• Attended Foetal Alcohol Syndrome Presentation
• Attended London-wide Child Protection Policies Training
• Completed a one hour case presentation to the Child Psychology Department.
• Completed a one hour presentation on my MRP to the Child Learning 
Disability Team.
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ADDL.T MENTAL HEALTH CASE REPORT SUMMARY
Cognitive Behavioural Therapy with A 43-year- old Lady Presenting To 
A Primary Care Brief Intervention Service with Depression
Reason for referral
A forty-three year old white, British lady was referred by her General Practitioner to 
the primary care brief interventions service for counselling as she had experienced 
recent traumatic life events and family relationship difficulties.
Presenting Problem
She reported feeing low in mood and tearful. She also described problems in sleeping 
and identified poor concentration and poor appetite levels.
Assessment
During the assessment interview, information was obtained regarding her personal and 
family history, psychiatric history, and her current support network. She reported 
experiencing difficulties with low mood for approximately seven months. She linked 
this distress to emotional vulnerability and unfamiliar feelings of anger and 
frustration. She identified a number of recent losses; the death of her mother, her son 
moving out of home to attend university and relationship difficulties with her 
husband. She reported that she was arguing with her husband regularly and that this 
lead to feeling low in mood.
The General Health Questionnaire (GHQ) and Beck Depression Inventory (BDI-II) 
were used as outcome measures. The GHQ score indicated she was a case suitable for 
psychological intervention. The initial BDI score indicated she was experiencing 
severe symptoms of depression.
A risk assessment was completed; this indicated that she was at low risk of harming 
herself or others.
114
Clinical Case Report Summaries
Formulation
From the information given it seems likely that after experiencing a number of events 
involving loss she may have developed negative automatic thoughts about herself, the 
world and the future. Subsequently, she may have begun experiencing symptoms of 
depression, which further reinforced her negative automatic thoughts. The symptoms 
of depression may have been further reinforced by her avoidance of expression of her 
negative feelings and her reported arguments between herself and her husband. These 
behaviours may have lead to additional negative automatic thoughts or increased 
reinforcement of current negative automatic thoughts. These maintaining factors 
resulted in a vicious circle between Mrs Bates’ negative automatic thoughts and 
symptoms of depression.
Intervention
CBT was selected as the most appropriate intervention. The intervention was 
completed over seven sessions; a number of techniques were employed including 
guided questioning, recording of automatic thoughts, Socratic questioning and role 
plays. The intervention was designed to:
• Socialise the client to the cognitive behavioural model of depression.
• Assist the client in identifying and challenging negative automatic thoughts 
associated with self-blame, perfectionism and high expectations.
• Learn about communication difficulties with her husband and develop 
effective techniques for communicating.
• Explore with the client her martial difficulties and how they may be acting as a 
maintaining factor for her symptoms of depression.
Outcome and Critique
The client reported feeling less low in mood at the end of treatment. She reported that 
pre-treatment she would dwell on incidents for weeks, post-treatment she was able to 
rationalise and deal with thoughts almost immediately. She reported feeling mildly 
low in mood and attributed this to ongoing difficulties in her marital relationship. 
Outcome measures indicated an improvement, the post-treatment GHQ score was 
within the normal range and post-treatment BDI indicated she was experiencing mild 
symptoms of depression. The critique included reflections on the therapy process, the
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need to use outcome measures throughout treatment alongside pre and post and how it 
may have been useful to extend the therapy so time could have been given to 
identifying and challenging dysfunctional assumptions.
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PEOPLE WITH LEARNING DISABILITIES CASE REPORT SUMMARY
An Extended Assessment of a 41-year-old Man with a Learning Disability
Reason for Referral
A forty-one year old white, British man was referred by the Community Nurse within 
the Community Team for People with Learning Disabilities to the Psychology 
Department within the team for bereavement counselling.
Presenting Problem
The individuals involved viewed the presenting problems quite differently. The client 
reported that the main problem was that he caused stress for his mother when he did 
not do what he was told. His mother reported her main concern to be that she needed 
a break from caring for her son. The Community Nurse and Senior Social Worker 
involved felt he was in need of bereavement counselling to help him come to terms 
with the death of his father.
Initial Assessment
During the initial assessment information was gathered on the client’s developmental 
history, communication skills, medical history, social and occupational history and 
family history. His early development was reported to be normal, learning difficulties 
were only highlighted as he started schooling. The client’s communication skills had 
a number of unusual features; he talked constantly, he mainly repeated what others 
had said to him making it difficult to assess the client’s own thoughts and opinions, he 
confused pronouns and he avoided eye contact. The client reported a number of 
physical health problems; he underwent a kidney transplant and suffered from 
Hypertension, Gout and Thrombosis. The client had never completed any official 
schooling as he would abscond from school as a child and so remained at home with 
his parents. The client lived at home with his mother. His father passed away four 
years ago, he previously enjoyed a very close relationship with his father. The client 
was reported to present with some behaviour difficulties at home with his mother; in 
particular he was very demanding and would be verbally aggressive towards her.
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A risk assessment'was completed. The client "was at low risk of harming himself or 
others at the time of the initial assessment.
Formulation
The difficulties leading to the referral appeared to have started following the death of
the client’s father. T h i s  l o s s  resulted in significant changes in the client’s life. There
were a number of factors that were likely to have increased the client’s vulnerability to 
his difficulties. His learning disability may have made it more difficult to 
conceptualise and understand death. It was possible that the client had social 
communication difficulties indicative of Autistic Spectrum Disorder (ASD). This 
may have made it even more difficult to cope with the many changes following his 
father’s death. The client also had a much enmeshed relationship with his mother, 
potentially increasing the likelihood of demanding behaviour. Factors such as his 
mother giving in to the demands made as a way of reducing her own levels of stress 
and anxiety were likely to be maintaining the difficulties.
Extended Assessment
The formulation provided a number of questions that required further investigation in 
order for a more detailed formulation and action plan to be developed. It was felt that 
grief counselling was not appropriate without the gathering of more information. The 
extended assessment was completed over eight sessions, a number of aims were 
planned;
e An assessment of the client’s level of functioning using the WAIS-III and 
Adaptive Behaviour Scale.
• An assessment of the client’s challenging behaviour towards his mother.
• An assessment of whether the client would benefit from bereavement 
counselling.
• An assessment of whether the client experienced social commumcation 
difficulties consistent with a diagnosis of ASD.
Outcome
There were some inconsistencies in the extended assessment of the client. The client s 
performance on the WAIS-III indicated he was functioning in the severe learning
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disability range. His overall performance also indicted a number of difficulties "with 
attention and concentration. However results from the Adaptive Behaviour Interview 
indicated he was average in his adaptive and social functioning. It was felt his 
abilities had been overestimated by his mother. A developmental history interview 
was planned with the client’s mother to assess for ASD. Due to a sudden deterioration 
in the client’s physical health it was not possible to complete this part of the extended 
assessment.
The client did not appear to be experiencing a grief reaction to his father’s death. 
During initial appointments the conversation was dominated by the topic of his 
father’s death; however this reduced considerably over time. It was felt that the story 
of his father’s death was a technique used to aid initial interactions with people.
Recommendations
Besides having a learning disability the client showed social communication 
difficulties and problems with attention and concentration. The client gave the 
impression of being more able in his ability than he was; underneath the appearance of 
friendliness was a complex set of difficulties. It was recommended that the client 
attend a day service that is able to account for his social communication difficulties 
alongside his learning disability. The change to routine should be introduced 
gradually. Further thought and consideration should be given to the client’s mother 
and ways to aid her caring for her son.
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CHILDREN, ADOLESCENTS & FAMILIES CASE REPORT SUMMARY
Play Work from a Cognitive-Behavioural Perspective with a 5- year- old Boy 
with Post Traumatic Stress Reaction
Reason for Referral
A five year old black boy of African origin was referred to the tier two uni- 
disciplinary Child Psychology Service by his General Practitioner. The referral letter 
stated that the client had been in a road traffic accident and was very changed since 
the event.
Presenting Problem
The client was involved in a road traffic accident where he was knocked down by a 
car; he suffered no physical injuries as a result. A number of changes in the client 
since the accident were reported by his mother; he was fearful of leaving the house, 
was refusing to travel in the car, was waking in the night with nightmares, had 
developed secondary enuresis and had poor concentration both at school and at home.
Assessment
During the assessment interview with the client, his mother and his sister, information 
was gathered in relation to his educational and social history, family background and 
developmental history. Observations were also made of the client’s play and 
interactions in the session. The client lived at home with both parents and was the 
youngest of four siblings. The client’s paternal Uncle had died less than a year earlier 
in a road traffic accident near to the scene of the client’s accident. It was reported that 
the client’s father was unable to discuss both his brother’s and his son’s accidents.
The Achenbach Child Behaviour Checklist was completed by the client’s mother as an 
outcome measure. The measure confirmed many of the symptoms which had been 
reported, such as nightmares, wetting the bed, anxiety and nerves about crossing the 
road.
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Formulation
The client was found to meet the diagnostic criteria for PTSD in children. His PTSD 
was precipitated by his road traffic accident and his poor road safety skills. Factors 
that increased his vulnerability to react in this way to his accident include his uncle’s 
road traffic accident and subsequent death earlier in the year. The client’s 
developmental stage may have also increased his vulnerability as he did not have a 
fully developed death concept. It was hypothesized that his difficulties were being 
maintained by a number of factors. These factors include his continued avoidance of 
the feared stimuli (cars) and associated stimuli. Therefore he was not being provided 
with the opportunity to disconfirm his belief that all cars are dangerous. The client’s 
family reaction to both his accident and that of his Uncle may also have been 
maintaining his difficulties.
Intervention
Over six sessions a cognitive-behavioural approach to treatment was taken based on 
the formulation and evidence base. In order for the intervention to be 
developmentally sensitive the parameters were broadened by using an integrative 
approach; information gained through interpretative play and a psychodynamic 
perspective were utilised alongside CBT. Play therapy was used as a medium to aid 
the client’s comfort and ability to communicate in therapy. The intervention aimed to:
• Facilitate the re-examination of the accident through play; providing re­
exposure to the event.
• Explore and develop the client’s road safety skills, thus providing him with the 
ability to cross roads confidently in the future.
• Provide support and psychoeducation to the client s parents.
• Continue the assessment process by contacting the client’s school.
Outcome and Critique
A number of improvements were noted by the client s parents post-therapy, he was no 
longer experiencing nightmares, he was able to cross roads without anxiety and was 
no longer wetting the bed at night. He was however continuing to be enuretic during 
the day; predominantly at school. His parents declined further input for this difficulty 
and said they would seek help in the future if the symptom did not remit. The critique
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involved reflecting on further information that "would have been useful to obtain at 
assessment
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SPECTLAIST PLACEMENT 1 -  SURE START (TOÏDER y  S> CASE REPORT
SUMMARY
A Behavioural Approach To Sleep & Behaviour Difficulties In a
21-month-old Boy
Reason for Referral
A twenty-one month old dual heritage British boy of Asian (Indian) and Black 
Caribbean origin was referred to the Sure Start Child and Family Clinical Psychology 
Service by a Sure Start Outreach Worker for sleep difficulties and aggressive 
behaviour towards other children.
Presenting Problem
Two main concerns were identified by the client’s mother; sleep and behaviour 
difficulties. He was difficult to settle to sleep at night and would also wake 
throughout the night. She also reported that he would frequently climb on the 
furniture, including the window ledge and she was concerned for his safety. The Sure 
Start Outreach Worker identified that the client’s mother experienced difficulties in 
managing the client’s behaviour; this had been observed at the Sure Start drop-in.
Assessment
The assessment and all further appointments were carried out at the client’s home, in 
accordance with the Sure Start philosophy. During the assessment interview with the 
client’s mother, the client, his younger sister (aged five months) and the Sure Start 
Outreach Worker information was gathered on background to the presenting 
problems, family history and developmental history, observations of the client and his
sister were also made.
The client’s sleep and behaviour difficulties were reported to have started five months 
ago, around the time of the birth of the client’s sister. The client lived at home with 
his mother, father and younger sister. He also had four half-siblings from his father s 
previous relationships, who did not live with the client and their father. The client s 
mother reported that the current difficulties were greatly impacting on family life.
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The stress and tiredness had led to arguments in the marital relationship and she 
reported feeling that she was neglecting the client’s younger sister. The family 
reported difficult social circumstances; they had no family support due to a rift with 
the maternal family due to the dual heritage relationship. They were also living in a 
local authority high rise flat on an inner city housing estate with high levels of poverty 
and crime. The client’s developmental history noted that he was always an active baby 
and poor sleeper.
A risk assessment was completed, from the information provided the risk of harm to 
self or others by the client was deemed low. However he was at medium to high risk 
of harm to himself from climbing or falling out of their lounge room window on the 
sixth floor.
The Child Behaviour Checklist (CBC) and Parenting Stress Index (PSI) were given to 
the client’s mother as outcome measures. The client’s score on the CBC indicated he 
was at risk of emotional / behavioural difficulties. The PSI indicated that the client’s 
mother was experiencing clinically significantly levels of stress.
Formulation
The client’s difficulties were precipitated by the birth of his sister. It is likely that the 
client’s active temperament predisposed him to the presenting difficulties. His 
temperament may have made it difficult for him to settle himself to sleep both at 
bedtime and during the night on waking. It was also possible that the client’s 
mother’s levels of stress predisposed him to these difficulties. She found it difficult to 
separate from her son at bedtime and therefore he was provided with little opportunity 
to develop self-soothing skills. A number of factors were hypothesised to be 
maintaining the client’s difficulties. The client’s mother was acting as a positive 
reinforcer to his waking throughout the night by providing positive and comforting 
experiences. She may also have been acting as a positive reinforcer for him to stay 
awake at bedtime. She sat with him until he fell asleep, therefore providing special 
one-to-one time with him, this potentially may have made it more likely that he stay 
awake in the future. The client’s mother’s levels of stress and tiredness were also
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likely to be maintaining the difficulties, as she was probably less able to parent 
effectively.
Intervention
A behavioural approach to treatment was taken based on the formulation and evidence 
base. Six treatment sessions, one observation and consultation to staff at the Sure 
Start drop-in and one multi-disciplinary professionals meeting were completed. The
intervention focused on;
• Maintaining the client’s safety from himself — a referral to Social Services and 
a letter to the Housing Association were both completed.
• Monitoring of sleep difficulties though a sleep diary.
» Improving self-soothing skills
» Creating a positive bedtime routine
.  Positive reinforcers for appropriate behaviour and consequences for 
inappropriate behaviour, to be modelled by staff at the drop-in centre.
• Acknowledgement and validation of the client’s mother s feeling of stress and 
discussion of coping strategies.
Outcome and Critique
At the end of the individual sessions the client’s mother was referred to the Sure Start 
Webster-Stratton Parenting Course, which offered behavioural management strategies.
A referral to Paediatric Outpatients was also made as a number of concerns regarding 
the client’s social communication skills had been expressed by the Trainee Clinical 
Psychologist and other professionals.
The CBC completed post-treatment indicated improvements in the client’s behaviour. 
According to the PSI the client’s mother’s stress scores had reduced slightly, she was 
however continuing to experience significantly high levels of stress. She reported 
feeling less tired and more positive about the future. She reflected that the 
appointments had been supportive and valuable. The critique involved reflecting on 
the importance of completing sleep diaries throughout treatment and how it would 
have been valuable to engage the client’s father in the treatment process.
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OLDER PEOPLE CASE REPORT SUMMARY
A Neuropsychological Assessment of an 81-Year-Old Lady Presenting With
Word Finding Difficulties
Reason for Referral
An eighty-one year old white British lady was referred to the Older Adult Psychology 
service for a neuropsychological assessment by the Consultant Psychiatrist, as she had 
been experiencing word finding difficulties for the last six to twelve months.
Presenting Problem
The client reported word-finding difficulties, which she had noticed over the past 
twelve months. She described how information would just disappear’ when in 
conversation with others. She reported feelings of embarrassment and frustration in 
relation to these difficulties. She did not report any other memory difficulties.
Assessment
The assessment involved a series of interviews with the client at her home about the 
nature and course of her memory difficulties. Information was also gathered about the 
client’s medical history, educational history and family history. Neuropsychological 
testing was also selected to assess the nature of the client’s difficulties and to test 
hypotheses relating to the possible presence of neuropsychological disorders. The 
following tests and measures were used; Wechsler Test of Adult Reading (WTAR), 
Wechsler Adult Intelligence Scale Third Edition (WAIS-III), Wechsler Memory Scale 
Third Edition (WMS-III), Kendrick Cognitive Tests for the Elderly, WEIGL Sorting 
Test, Trail Making, Letter Fluency Task, Category Fluency Task, Graded Naming 
Test, CLOCK, Constructional Praxis and the Hospital Anxiety and Depression Scale 
(HADS). She also had a CT head scan and full dementia screen blood tests.
Formulation
Information from the Psychiatric Assessment and initial part of the psychological 
assessment led to four main hypotheses about the possible causes of the client’s word 
finding difficulties. The hypotheses were that she had Vascular damage (as a result of
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a stroke or multiple small infarcts), or the early stages of dementia of the Alzheimer’s 
type, or Fronto-temporal Dementia or Semantic Dementia. Neuropsychological tests 
were selected with the aim of providing information to support a clinical diagnosis 
and providing information on the client’s areas of strength and need.
Intervention
Not applicable -  assessment only.
Outcome and Critique
The main cognitive deficits that the client demonstrated throughout testing were word- 
finding difficulties, planning/problem solving and constructional praxis. There was 
also a significant discrepancy between her estimated pre-morbid functioning and her 
current intellectual functioning. This discrepancy is indicative of global deterioration. 
The client’s verbal and visual memory was not impaired in the delayed conditions. 
Her performance on the immediate condition of visual reproduction did suggest some 
impairment. However, it may be that her poor score was confounded by her 
difficulties with constructional praxis and planning / problem solving. The results of 
the neuropsychological assessment and CT head scan were suggestive of Vascular 
Dementia. An assessment report was sent to the referrer and the client’s GP. The 
critique included reflections on the assessment tools selected and possible alternative 
and additional tests that may have contributed to the assessment. It would have also 
been useful to complete an interview with a family member or friend; however this 
was not possible as the client would not give consent.
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Overview
The research dossier contains the service related research project completed in Year 1, 
the major research project completed in Year 3, and the research log completed for all
three years of clinical training.
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ABSTRACT
The Brief Intervention Counselling Service (BICS) is a new service, which has been 
in operation for one year. It was felt that an evaluation of the effectiveness of BICS in 
this year would be useful and would meet both service and national guidelines on the 
importance of evaluating outcomes of psychological services (Department of Health, 
1999). It was hypothesised that clients’ evaluation scores would decline from pre­
treatment to post-treatment, a small rise in scores would then be observed from post­
treatment to follow-up, although scores would continue to remain below pre-treatment 
scores (Davidson, 1977 & Gordon & Wedge, 1998). All clients referred to BICS from 
April 2001 to April 2002, whose cases were closed, were included in the sample. 
Participants were asked to complete the Psychology Department Questionnaire and 
General Health Questionnaire-28 at three points in time; pre-treatment, post-treatment 
and at 6-month follow-up. Non-parametric statistical analysis was conducted, as the 
data was not normally distributed. A significant decline in clients’ evaluation scores 
from pre to post treatment was found. A significant rise was found in clients’ GHQ- 
28 scores from post treatment to follow-up although this rise was not replicated in 
client’s psychology department questionnaire scores. Clients’ follow-up scores 
remained significantly lower at follow-up compared to pre-treatment, indicating 
improvement was maintained. Overall, this study found that interventions provided 
by BICS between April 2001 and April 2002 were effective in reducing both reported 
symptoms and reported interference of individuals’ difficulties on their daily lives. It 
was not possible to say whether the intervention was more or less effective than no 
treatment or longer-term treatment.
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INTRODUCTION
The Brief Intervention Counselling Service (BICS) is a new service, which has been 
in operation since April 2001. BICS was a managed high-quality Psychological 
Therapies Brief Intervention Service, which offered a range of specialist skills, and 
time-limited (a maximum of twelve treatment sessions) interventions to adults with 
relatively uncomplicated mild-to-moderate mental health problems. Both Counselling 
Psychologists and Counsellors provided interventions in a primary health care setting.
BICS’s audit and evaluation policy (appendix 1) cited “evaluation of the service 
through regular monitoring and audit” and “obtaining feedback from people using the 
service” as key objectives. The current research study aimed to meet these objectives. 
Service evaluation has been recognised as good practice, as it can be useful to justify 
the service to funders and to further plan and develop the service (Du Plessis & Bor,
1999). Clinical effectiveness has emerged as a key theme in the evidence based NHS 
(Davidson, Jenkins & Mellor-Clark, 1998). The National Service Framework for 
Mental Health (Department of Health, 1999) stated that people with mental health 
problems should be able to expect services that deliver treatment, which is known to 
be effective. The current study aimed to provide evidence that BICS was providing an 
effective treatment for those with mild-to-moderate mental health problems.
B r ie f  interventions are not a short cut on long-term counselling (Hudson-Allez, 1997), 
but a specific set of skills enabling both the counsellor and individual to address the 
difficulties in a short space of time (Hudson-AUez, 1999). Outcome research suggests 
that b r ie f  intervention therapy has been proven to be no worse and no more effective 
than long-term therapy (Cade & O’Hanlon, 1993; Budman & Gurman, 1983,1988). 
However, Miller (1996) critically reviewed this outcome research and concluded that 
in fact “time limited treatment is inferior to psychotherapy in which the treatment time 
is clinically determined”, (pp 567). Miller (1996) does acknowledge that brief 
interventions can be effective for specifically identified situations, such as for clients 
with limited goals, clients who are psychologically ready for rapid change, or for the 
treatment of conditions that respond quickly. These identified situations are typical of 
clients who were referred to BICS. Simpson, Comey, Fitgerald & Beecham (2000) 
recognised that the evidence remains mixed on how effective brief work can be.
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Rowland, Godfrey, Bower, Mellor-Clark, Heywood & Hardy (2000) conducted a 
systematic review of the research evidence for counselling in primary care. The 
review found that there are “modest but statistically significant” improvements in 
symptom levels in those who underwent primary care counselling as opposed to those 
treated as usual by their GP. The current research study aimed to contribute to these 
debates on the effectiveness of brief work and the effectiveness of counselling in
primary care.
This study did not aim to establish whether the BICS is more clinically effective than 
routine GP care or long-term therapy because there were no comparative groups. 
Therefore potentially any improvements in clients could be due to the passage of time 
or other extraneous variables such as type of presenting problem.
It is well documented (Hudson-Allez, 1999) that counselling is a subjective process, 
and it is therefore difficult for scientific evaluation to address its quality, but it can 
look at outcomes. Two outcome measures were used for this study, the General 
Health Questionnaire-28 (GHQ-28) and the Psychology Department Questionnaire. 
These measures are given to every individual seen in the Psychology Department.
The GHQ-28 aimed to assess individuals’ symptoms of their presenting problem. The 
Psychology Department Questionnaire aimed to assess the impact of individuals’ 
presenting problems on their daily life. This was assessed through a subjective Likert 
rating scale completed by the client.
Previous research (Davidson, 1977, Gordon & Wedge 1998) has shown that clients’ 
evaluation scores decline from pre-treatment to post-treatment, a small rise in scores 
has then been observed from post-treatment to follow-up, although scores continue to 
remain below pre-treatment scores. This rise in scores between post-treatment and 
follow-up may not indicate that the service is not effective. This rise could be 
explained by the initial enthusiasm people may experience immediately after 
completing treatment being replaced by everyday coping.
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Aim
The aim of this study was to evaluate the effectiveness of the BICS from April 2001 to 
April 2002.
Hypotheses
The current study had three hypotheses. The first hypothesis was that clients’ total 
scores on the Psychology Department Questionnaire and General Health 
Questionnaire would have decreased from pre-treatment to post-treatment. The 
second hypothesis was that at 6-month follow-up clients’ total scores on the 
Psychology Department Questionnaire and GHQ would have increased from post­
treatment. The final hypothesis was that at 6-month follow-up clients’ total scores on 
the Psychology Department Questionnaire and GHQ would have decreased from pre­
treatment.
METHOD
Ethical Approval
The Local Research Ethics Committee was satisfied that the research study constituted 
audit and therefore did not require fill ethical approval (appendix 2).
Setting
The Brief Intervention Counselling Service was part of the psychology department of 
the local community and mental health NHS trust.
Design
A  repeated measures, within subjects design was used for this study. Participants 
completed measures at three points in time: pre-treatment, post-treatment and at 6- 
month follow-up. The independent variable was the time of measurement and the 
dependent variables were the participants’ General Health Questionnaire scores and 
scores on the Psychology Department Questionnaire.
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Participants
Ail clients referred to BICS from April 2001 to April 2002, whose cases were closed, 
were included in the sample. 232 individuals (156 females and 76 males) had been 
referred to BICS in this time period and were closed cases.
Due to individuals dropping out of therapy and the 26% response rate to the follow-up 
questionnaires a varying number of individuals completed the measures across the 
three time points. At pre-treatment, 173 individuals completed the Psychology 
Department Questionnaire and 181 completed the GHQ. At post-treatment, 100 
individuals completed the Psychology Department Questionnaire and 99 completed 
the GHQ. At 6-month follow up, 21 individuals completed the Psychology 
Department Questionnaire and 19 completed the GHQ (see table 1). Therefore 51 
individuals did not complete any measures for the service.
Table 1 Number of Participants
Psychology Department General Health
Questionnaire Questionnaire
Pre-treatment 173 ^ 181
Post-treatment 100 99
6-month follow up 21 19
Measures
Psychology Department Questionnaire
Participants were asked to complete the Psychology Department Questionnaire 
(appendix 3) at three points in time; pre-treatment, post-treatment and at 6-month 
follow-up. The questionnaire asked the client to summarise their main problem and 
asked how long they had this problem for. The remainder of the questionnaire was a 
subjective Likert rating scale completed by the client, this indicated his / her 
perception of the severity of the problem, how well they believe they coped with the 
problem and the degree to which it interfered with daily life; such as work, leisure, 
relationships and day-to-day chores. High scores on the questionnaire indicated
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increased severity of the problem and increased interference with daily life. A total 
score was calculated by adding clients’ Likert ratings of ability to cope, interference 
with work, leisure, relationships and day-to-day chores. The minimum total score 
obtainable was 0 and the maximum 35.
The Psychology Department Questionnaire had face validity, although it was not 
subject to rigorous reliability and validity testing. The Questionnaire aimed to assess 
the severity of the problem, ability to cope with the problem and how the problem 
interfered with daily life according to the client. The Questionnaire appeared to assess 
these facets accurately.
General Health Questionnaire (GHQ)
Participants were asked to complete the GHQ-28 (appendix 4), at three points in time; 
pre-treatment, post-treatment and at 6-month follow up. The GHQ was a standard 
assessment tool issued by the department of psychology. The GHQ was designed to 
be a self-administered screening test aimed at detecting psychiatric disorders. 
Goldberg and Williams (1988) reported the split-half reliability of the GHQ-28 to be 
0.95 and the internal consistency reliability alpha coefficients range from 0.82 to 0.93 
(Goldberg and Williams, 1988). Therefore reliability and validity are both excellent 
for the GHQ-28. The GHQ-28 comprises four subscales; subscale A focuses on 
physiological symptoms of stress, subscale B focuses on indicators of anxiety, 
subscale C focuses on motivational issues and subscale D highlights indicators of
depression.
The GHQ may be scored in two ways:- for this study the GHQ method of scoring was 
used. This method of scoring used a bimodal response scale. The individuals who 
checked either of the first two columns (less than usual and no more than usual) 
scored 0 points and individuals who checked either of the last two columns (rather 
more than usual and much more than usual) scored 1 point. This method of scoring 
was chosen so that only pathological deviations from normal highlight possession of 
the item, and to eliminate any errors due to “end-users” and “middle-users” (Goldberg 
and Williams, 1988).
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Procedure
Pre-treatment and post-treatment questionnaires were collated from individual’s 
closed files. The pre-treatment questionnaire was automatically sent to all clients 
prior to their first appointment with BICS. Post-treatment questionnaires were 
completed in the last appointment with BICS, and it was the responsibility of the 
Counsellor or Psychologist to ensure they were completed. Informed consent was 
obtained from the Counsellor or Psychologist treating the client at the initial point of 
completion for both questionnaires.
Follow up questionnaires were distributed by post by the researcher to 80 individuals 
who had been discharged from treatment from BICS at least 6 months ago. Informed 
consent was achieved for the follow-up questionnaires by the enclosure of a letter 
(appendix 5) detailing the purpose of the questionnaires (i.e. to assess and improve the 
service). The returning of the follow-up questionnaires implied consent. A stamped 
addressed envelope was provided to encourage individuals to return their 
questionnaires. Twenty-one of the follow-up questionnaires were returned; a 26% 
retum-rate.
Anonymity of the questionnaires was maintained throughout the study by using the 
BICS number system. The code to the number system was kept in a secure location.
Feedback
The results of this study were fed back to the BICS and the psychology department in 
the form of a presentation (see appendix 6).
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RESULTS
The number of therapy sessions attended ranged from 0 to 21 (mean = 5.06, SD = 
4.25).
Graph 1 illustrates how the sample’s Psychology Department Questionnaire total 
scores dropped from pre-treatment to post-treatment, and how these scores were then 
maintained at this lower level from post-treatment to follow-up.
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Graph 1 -  Graph to show mean psychology department questionnaire total scores at 
pre-treatment, post-treatment and at 6-month follow-up.
Graph 2 illustrates how the sample's GHQ scores decreased from pre-treatment to
post-treatment, individuals’ GHQ scores then increased from post-treatment to 6- 
month follow-up. The GHQ scores at 6-month follow-up remained decreased from 
initial GHQ scores at pre-treatment.
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Graph 2 -  Graph to show mean GHQ scores at pre-treatment, post-treatment and 6- 
month follow-up.
Statistical Analysis
A One-Sample Kolmogrov-Smimov Test was conducted to evaluate whether the data 
was normally distributed. The results of the test were not significant for all the 
variables bar post-treatment GHQ, see table 2. Overall, these results suggest that most 
of the data is normally distributed.
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Table 2 One-Sample Kolmogorov-Smirnov Test for normality of distribution
PreTotal Post
Total
Follow- 
up Total
Pre
GHQ
Post
GHQ
Follow- 
up GHQ
Kolmogorov- 
Smirnov Z
1.19 0.885 0.463 1.29 2.62 0.835
Significance
P<
0.118 0.414 0.983 0.072 0.0005 0.488
The data was also screened for skewness and kurtosis; it was found to be significantly 
skewed and to have high kurtosis. For example, pre-treatment GHQ, skewness 
p>0.843 and kurtosis p>4.45. Therefore non-parametric tests were used.
The three a priori hypotheses were tested individually using One-tailed Wilcoxon 
Signed Ranks tests.
Pre- to Post- Treatment Changes in GHQ and Psychology Department 
Questionnaire
A One-tailed Wilcoxon Signed Ranks test was conducted to evaluate whether post­
treatment Psychology Department Questionnaire Total scores (mean = 14.98, SD = 
9.14) and GHQ scores (mean = 2.71, SD = 4.27) were significantly decreased from 
pre-treatment Psychology Department Questionnaire total scores (mean = 28.47, SD 
6.79) and GHQ scores (mean = 17.17, SD = 8.51). The results indicated a significant 
difference (Z = 7.32, p> 0.0005) for Psychology Department Questionnaire Scores and 
a significant difference for GHQ scores (Z = 7.91, p > 0.0005).
Post- to F o U o w -u p  Treatment Changes in GHQ and Psychology Department 
Questionnaire
A second One-tailed Wilcoxon Signed Ranks Test was conducted to evaluate whether 
follow-up Psychology Questionnaire total scores (mean = 18.05, SD = 9.06) and GHQ 
scores (mean = 5.47, SD = 6.04) were significantly increased from post-treatment
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Psychology Department Questionnaire scores (mean -  14.98, SD 9.14) and GHQ 
scores (mean = 2.71, SD = 4.27). The results did not indicate a significant increase for 
the Psychology Department Questionnaire total scores (Z = 1.07, p> 0.143). However 
a significant increase was indicated for the GHQ (Z = 2.35, p>0 .01).
Pre- to Follow-nn Treatment Changes in GHQ and Psychology Department 
Questionnaire
A third One-tailed Wilcoxon Signed Ranks test was conducted to evaluate whether 
follow-up scores on the Psychology Department Questionnaire (mean = 18.05, SD = 
9.06) and GHQ (mean = 5.47, SD = 6.04) were significantly decreased from pre­
treatment Psychology Department Questionnaire scores (mean = 28.47, SD 6.79) and 
GHQ scores (mean = 17.17, SD = 8.51). The results indicated a significant difference 
for the Psychology Department Questionnaire total scores (Z = 3.03, p= 0.001) and a 
significant difference for the GHQ scores (Z = 3.48, p> 0.0005). i
DISCUSSION
The present findings indicated that treatment by the BICS is effective. The first 
hypothesis predicted that clients’ total scores on the Psychology Department 
Questionnaire and General Health Questionnaire would have decreased from pre­
treatment to post-treatment, this was supported. Individuals’ scores on the GHQ and 
Psychology Department Questionnaire decreased significantly from pre-treatment to 
post-treatment. Therefore indicating that the intervention provided by BICS was 
effective in reducing both symptoms and the impact of individual’s difficulties on
their daily lives.
The second hypothesis predicted that at 6-month follow-up clients’ total scores on the 
Psychology Department Questionnaire and GHQ would have increased from post­
treatment; this was partially supported. Individuals’ scores on the GHQ increased 
significantly from post-treatment to follow-up, however there was no significant 
increase in scores between post-treatment and follow-up on the Psychology 
Department Questionnaire. These findings indicated that after initially completing 
treatment some symptoms returned over the next six months. However individuals
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■were able to maintain their progress in terms of the impact their problems were having 
on their daily lives in these six months.
The final hypothesis predicted that at 6-month follow-up clients’ total scores on the 
Psychology Department Questionnaire and GHQ would have decreased from pre­
treatment; this was supported. Individuals’ scores on the GHQ and Psychology 
Department Questionnaire were significantly decreased from pre-treatment to follow- 
up. Therefore these findings indicated that overall individuals maintained their 
progress over the six-month follow-up period. This maintenance was evident from 
both the reduction in reported symptoms and the reduction in reported interference of 
difficulties with individual’s daily lives.
Consideration needs to be given to whether other extraneous variables may have 
impacted on the findings of the study. It was not possible to compare this treatment 
group with a group of individuals receiving no treatment, so it cannot be concluded 
that the intervention alone produced the effects. Potentially, the passage of time may 
have contributed to some individual’s remittance of symptoms. It is also not possible 
to conclude whether this brief intervention was better or worse than a more lengthy 
intervention, as again there was no comparative group.
It is important to consider the generalisability of the findings of this study. Primarily 
it should be highlighted that there was a low response rate (26%) to the six-month 
follow-up questionnaires. This low response rate may have resulted in the 
respondents being a biased group. A possible bias is that people who benefited from 
counselling may have been more likely to complete and return the questionnaire. This 
would then have impacted on the data, potentially skewing it so that there may have 
appeared to be more improvement at follow-up than there actually was.
It was also noted that a number of individuals completed treatment but did not 
complete a post-treatment questionnaire. Therefore care should be taken in the 
generalisation of the results, although the findings are likely to usefully inform the 
further development of BICS. Furthermore it is important to emphasise that this study
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was carried out in a primary care setting. Consequently the results do not support the 
general use of brief interventions.
It would seem that the results of this study support the previous findings of Cade & 
O’Hanlon, (1993), that brief interventions are effective. It is important to 
acknowledge that the clients treated at BICS were adults with relatively 
uncomplicated mild-to-moderate mental health problems. The type of individuals 
Miller (1996) identified as potentially appropriate for brief intervention.
The results of this study are clearly very positive for BICS. The study meets the 
service’s objectives to evaluate the service through monitoring and audit and to obtain 
feedback from service users. The study also provides evidence that the treatment 
delivered by BICS between April 2001 and April 2002 is known to be effective and 
therefore is in line with The National Service Framework for Mental Health 
(Department of Health, 1999). A further implication for BICS would be to ensure in 
the future that all pre, post and follow-up GHQ and Psychology Department 
Questionnaires are completed at the correct time point, so that at a future audit more 
data would be available, therefore further increasing the generalisability of the 
findings. A future study may find it useful to focus on comparing the interventions 
provided by BICS with no intervention at all, such as being on the waiting list, or with 
regular treatment by a GP with no specialist psychological input.
Summary
Overall, this study found that interventions provided by BICS between April 2001 and 
April 2002 were effective in reducing both reported symptoms and reported 
interference of individual’s difficulties on their daily lives. It was not possible to say 
whether the intervention was more or less effective than no treatment or longer-term
treatment.
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APPENDIX ONE 
BICS AUDIT AND EVALUATION POLICY
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17.0 Audit and evaluation :
17.1 Numerical data are produced at intervals agreed with the 
PCG. These include
number of referrals by G.P/practice 
total patients seen
total number of appointments offered 
total number of appointments attended 
total number of cancellations/DNAs 
average number of appointments per patient.
17.2 Qualitative data are produced at intervals agreed with the 
PCG. These include results from
pre-assessment questionnaires 
start of treatment questionnaires 
end of treatment questionnaires 
6 month follow-up questionnaires.
17.3 Patients’ satisfaction with the service is monitored with a 
satisfaction questionnaire sent 2 weeks after the end of 
treatment. Results from these are provided at intervals agreed 
with the PCG.
17.4 Standards for communicating with referrers are monitored every 
6 months.
17.5 Records of supervision are checked every 3 months.
18.0 Clinical governance :
18.1 In line with Trust procedure, the
undertakes regular audit and reviews to ensure best practice, to 
measure the effectiveness of services provided and to manage 
risk.
18.2 The . Service ensures Continued Professional 
Development through training and supervision.
18.3 The > Service produces an annual Clinical 
Governance report.
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APPRNÏilX TWO
LOCAL RESEARCH ETHICS COMMITTEE LETTER OF APPROVAL
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PECEN£D
ïlMAR#
LOCAL RESEARCH ETHICS COMMITTEE
Direct Une: 
Fax: 
DX:
Chairperson:
Administrator:
E-Mail:
16 February 2002
Trainee Clinical Psychologist
. Service
Dear
■ P lease use this re feren ce  in all co rre sp o n d en ce  
Audit to evaluate the effectiveness of the 
: Service
Thank you for your letter of 30 January informing us of your intention to cany  
out the ab ove study. The Chairman reviewed your proposal on 15 February 
and fe satisfied that \\ constitutes audit and, as such, there are no ethical 
considerations to b e  taken into account by the committee; he has therefore 
taken Chairman's Actions in approving it.
Yours sincerely
ADMINISTRATOR
F:\PHEALTH\ETAL\SJRICH\Elhics\Letters\
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ATWN1MX THREE 
PSYCHOLOGY DEPARTMENT QUESTIONNAIRE
150
Service Related Research Project
BRIEF INTERVENTION / COUNSELLING SERVICE 
POST-THERAPY QUESTIONNAIRE 2
Please complete the following questionnaire in terms of the main problem for 
which you sought help. This will be fed back to your GP but in all other respects 
wiJJ be held in the strictest confidence.
Indicate your answers on the scales where provided, by circling one of the eight 
points given.
1. Name_____________________ i___________________________
2. Date _______________________________________________________
3. PLEASE SUMMARISE YOUR MAIN PROBLEM AS CLEARLY AS YOU CAN:
4. How long have you had this problem for / did you have this problem? 
________  years   months.
5. How severe is the problem ?
0 1
I I
2
I
—
 
co— 5
I
6 7
I I
Not at all Moderately Very
severe severe severe
6. How well do you cope with the problem ?
0 1
' ‘ I I
2
I
3 4
I I
5
I
6 7
I
. Very Moderately N o tâ t
Well well all well
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7. To what extent does your problem interfere with:
[a] Work?
0 1 2 
i i i
3 4  5
I I I
6  7
i .... I
Not at 
all
Moderately Very
much
[b] Leisure?
0 1 2 
i i i
3  4  5
I I l
6  7
l l
- Notâtall
Moderately Very
much
[c] Relationships?
0 1 2 
i i i
3  4  5
l l l
6  7
i i
Not at 
a!)
Moderately Very
much
[d] Day to day chores?
0 1 2 
i i I
3  4  5
I l l
6  7
l l
Not at 
all
Moderately Very
much
8. Is there another problem for which you want help? YES/NO
If so, please complete the attached sheet.
THANK YOU FOR YOUR CO-OPERATION WITH COMPLETING THIS FORM
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APPENDIX FOUR 
GENERAL HEALTH QUESTIONNAIRE
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General Health Questionnaire
(GHQ-28)
Name: Date:
Please read th is careftdly.We should like to  know  if  you have had any medical complaints and  
how your health has been in  general, over th e  past few weeks. Please answer ALL the  
questions on the following pages simply by underlining the answer which you think most 
nearly applies to you. Remember that we want to know about present and recent complaints, 
n ot those that you had in the past.
It is important that you try to  answer ALL the questions.
Thank you very much for your co-operation.
Have you recently:
A1 Been feeling perfectly well and in 
good health?
A2 Been feeling in need of a good tonic?
A3 Been feeling run down and out of sorts?
A4 Felt that you are ill?
AS Been getting any pains in your head?
A6 Been getting a feeling of tightness or 
pressure in your head?
A7 Been having hot or cold spells?
B1 Lost much sleep over worry?
B2 Had difficulty in staying asleep once you
are off?
B3 Felt constantly under strain?
B4 Been getting edgy and bad-tempered?
B5 Been getting scared or panicky for
no good reason?
B6 Found everything getting on top of you?
B7 Been feeling nervous and strung-up all
the time?
Better Same Worse Much worse
than usual as usual than usual than usual
Not No more Rather more Much more
at all than usual than usual than usual
Not No more Rather more Much more
at all than usual than usual than usual
Not No more Rather more Much more
at all than usual than usual than usual
Not No more Rather more Much more
at all than usual than usual than usual
Not No more Rather more Much more
at all than usual than usual than usual
Not No more Rather more Much more
at all than usual than usual than usual
Not No more Rather more Much more
at all than usual than usual than usual
Not No more Rather more Much more
at all than usual than usual than usual
Not No more Rather more Much more
at all than usual than usual than usual
Not No more Rather more Much more
at all than usual than usual than usual
Not No more Rather more Much more
at all than usual than usual than usual
Not No more Rather more Much more
at all than usual than usual than usual
Not No more Rather more Much more
at all than usual than usual than usual
W E R -N E L S O NHaiti tSSmil On
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Have you recently:
C l Been managing to keep yourself More so Same Rather less Much less
busy and occupied? than usual as usual than usual than usual
C2 Been taking longer over the things you do? Quicker Same Longer Much longer
than usual as usual than usual than usual
C3 Felt o n  the w hole you were doing things well? Better About Less well Much
than usual the same than usual less well
C4 Been satisfied with the way you've carried More About same Less satisfied Much less
out your task? satisfied as usual than usual satisfied
C5 Felt that you are playing a useful part More so Same Less useful Much less
in  things? than usual as usual than usual useful
C6 Felt capable o f making decisions More so Same Less so Much less
about things? than usual as usual than usual capable
C7 Been able to enjoy your normal More so Same Less so Much less
day-to-day activities? than usual as usual than usual than usual
D1 Been thinking of yourself as a Not N o more Rather more Much more
worthless person? at all than usual than usual than usual
D2 Felt that life is entirely hopeless? Not N o more Rather more Much more
at ah than usual than usual than usual
D3 Felt that life isn't worth living? Not N o  more Rather more Much more
at all than usual than usual than usual
D4 Thought of the possibility that you m ight Definitely 1 don't Has crossed D efinitely
make away with yourself? not think so my mind have
D5 Found at times you couldn't do anything Not N o more Rather more Much more
because your nerves were too  bad? at all than usual than usual than usual
D6 Found yourself wishing you were dead and Not No more Rather more Much more
away from it all? at all than usual than usual than usual
D7 Found that the idea of taking your own life Definitely I don't Has crossed Definitely
k e p t com ing in to  your mind? not think so m y mind has
B C D TOTAL
© 1 9 8 1 .D . Goldberg and The Institute of Psychiatiy
This m easure is part of Measures in Post Traumatic Stress Disorder 
A. Practitioner's Guide by Stuart Turner and Deborah Lee- Once the 
invoice has been paid, it may be photocopied for use within the purchasing 
institution only. Published by The NFER-NELSON Publishing Company Ltd, 
Darville House, 2 Oxford Road East, Windsor, Berkshire SL4 IDF, UK.
Code 4930004
General Health Questionnaire (GHQ-28) 2
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Our Ref:
2002
Dear
This fetter is a M ow up to the course of therapy that you compfetecf at feast 
six months ago with
tn addition to the questionnaires you tilled out before therapy began, and 
those which you were given when you finished seeing your therapist, 1 wonder 
whether you would mind completing the ones now enclosed? In this way we 
can continually assess and, where necessary, improve the service we 
provide. I enclose a return stamped addressed envelope for your use.
Thank you for your time
With best wishes
Yours sincerely
Clinical Psychologist in Training 
Supervised by
Chartered Counselling Psychologist
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Counselling Service
e-mail:
Jo Steer,
Clinical Psychologist in Training,
Department of Psychology,
University of Surrey,
Guildford,
Surrey.
7 October, 2002
Dear Jo,
Thank-you so much for attending our BIOS meeting on 25 September, 2002 
and feeding back the results of your research project. Your presentation was 
very interesting and it was gratifying to have confirmed the value of the 
service the team provides.
We wish you all the best in your next placement,
Regards,
Chartered Counselling Psychologist, 
Co-ordinator BICS.
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ABSTRACT
This study reports on the relationship between ADHD and insecure attachment in boys. 
Little consideration has been given to the role of family relationships in ADHD over the 
years. Recently the literature has begun to recognise the importance of family dynamics 
and interactions. Attachment theory has begun to be acknowledged as an important 
perspective when understanding the aetiological development of ADHD. The current 
study builds on recent research by comparing seventeen boys, aged 6-10 years with a 
diagnosis of ADHD to sixteen boys, aged 6-10 years with behavioural difficulties but no 
ADHD diagnosis, on The Family Drawing Test measure of attachment. Some support 
was found for the hypothesis that the attachment relationships of the boys with ADHD 
would be characterised by greater insecurity than those of the control group boys. Further 
research needs to be completed to address the methodological limitations of this study. 
However it can be concluded that it is essential that a comprehensive assessment and 
treatment package, which includes family interaction patterns, is provided for those 
children who present with symptoms of ADHD.
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INTRODUCTION
Attention Deficit Hyperactivity Disorder (ADHD) has received strong public and 
professional interest over recent years. ADHD is the most common neurodevelopmental 
disorder of childhood and the most researched (Rowland, Lesesne & Abramowitz, 2002). 
The media have reported that Britain may soon be suffering an epidemic of ADHD and 
have quoted the Department of Health estimates of a 35-fold increase in prescriptions of 
Ritalin in treating the condition between 1992 and 1997 (Daily Mail, 1999; Guardian,
1999).
What is Attention Deficit Hyperactivity Disorder (ADHD)?
ADHD is a syndrome characterised by inattention, impulsivity and hyperactivity that are 
developmentally inappropriate. According to the Diagnostic and Statistical Manual 
Fourth Edition (DSM-IV) (American Psychiatric Association, 1994) a diagnosis of 
ADHD can reflect an inattentive type, a hyperactive-impulsive type or a combined type. 
The DSM-IV (APA, 1994) sets out the criteria for a diagnosis of ADHD as follows:
Table 1 DSM-IV Criteria for Attention Deficit Hyperactivity Disorder
ADHD
A (1) Inattention: At least six of the following symptoms of inattention have persisted for 
at least 6 months to a degree that is maladaptive and inconsistent with developmental 
level: ____________________________________________________________
(a) often fails to give close attention to details or makes careless mistakes in schoolwork, 
work or other activities _______ _____________________________________
(b) often has difficulty sustaining attention in tasks or play activities________________
(c) often does not seem to listen to what is being said to him or her_________________
(d) often does not follow through on instructions and fails to finish schoolwork, chores, 
or duties in the workplace (not due to oppositional behaviour or failure to understand 
instructions)_________________________________________ ______
(e) often has difficulty organising tasks and activities____________________________
(f) often avoids or expresses reluctance about, or has difficulties in engaging in tasks that 
require sustained mental effort (such as schoolwork or homework)__________________
(g) often loses things necessary for tasks or activities (e.g. school assignments, pencils, 
books, tools or toys) __________________________________________________
(h) is often easily distracted by extraneous stimuli______________________________
(i) often forgetful in daily activities__________________________________________
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A(2) Hyperactivity-Impulsivity: At least five of the following symptoms of hyperactivity- 
impulsivity have persisted for at least 5 months to a degree that is maladaptive and
inconsistent with developmental level:____________________________________
Hyperactivity _______________________ __________
(a) often fidgets with hands or feet or squirms in seat____________________________
(b) leaves seat in classroom or in other situations in which remaining seated is expected
(c) often runs about or climbs excessively in situations where it is inappropriate (in 
adolescents or adults, may be limited to subjective feelings of restlessness) _________
(d) often has difficulty playing or engaging in leisure activities quietly_______________
(e) is always "on the go” and acts as if “driven by a motor”________________________
(f) often talks excessively __________ ___________________________________
Impulsivity _____
(g) often blurts out answers to questions before the questions have been completed_____
(h) often has difficulty waiting in lines or awaiting turn in games or group situations
(i) often interrupts or intrudes on others (e.g. butts into others' conversations or games)
B Some symptoms that cause impairment were present before age 7_________________
C Some symptoms that cause impairment must be present in two or more settings (e.g. at
school, work and at home) __________________________________
D There must be clear evidence of clinically significant impairment in social, academic, 
or occupational functioning.
E Does not occur exclusively in the course of a Pervasive Developmental Disorder, 
Schizophrenia, or other Psychotic Disorder and is not better accounted for by a Mood
Disorder, Anxiety Disorder, Dissociative Disorder or a Personality Disorder___________
Attention-Deficit / Hyperactivity Disorder, Predominantly Inattentive Type: If criterion 
A(l) is met but not A(2) for the past 6 months.
Attention-Deficit / Hyperactivity Disorder, Predominantly Hyperactive/Impulsive Type:
If criterion A(2) is met but not criterion A(l) for the past 6 months.
Attention-Deficit/Hyperactivity Disorder, Combined Type: If both criteria-A(l) and 
A(2) -  are met for the past 6 months ____________________ ________________ __
It is common in the United Kingdom to diagnose 'Hyperkinetic Disorder’ (HKD) in line 
with European diagnostic practices. HKD is broadly similar to ADHD combined type; it 
has more stringent diagnostic criteria and a greater emphasis on hyperactivity (National 
Institute for Clinical Excellence, 2000). In the literature, HKD is thought of as a subset of 
ADHD (Swanson, Sergeant, Taylor, Sonuga-Barke, Jensen & Cantwell, 1998). The core 
features for both ADHD and HKD are hyperactivity, poor impulse control and poor 
ability to maintain attention (Swanson et al., 1998). The other key diagnostic criterion for
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both ADHD and HKD is that symptoms must occur in at least two settings (usually 
school and home) (Vance & Luk, 2000).
Due to uncertainty around definitions of ADHD studies have produced vastly differing 
prevalence rates: from 0.5% to 26% of children (Timimi & Taylor, 2004). Current 
estimates for England are that 1% of school age children (69,000 6-16 year olds in 
England) meet the diagnostic criteria for HKD. The estimated prevalence for all ADHD 
is around 5% of school aged children (345,000 in England) (NICE, 2000). It is also 
acknowledged that there are a significant number of children with symptoms of ADHD 
who are undiagnosed. Some estimates report that the diagnosis can make up as much as 
50% of child and adolescent mental health service populations (Cantwell, 1996; Frick & 
Lahey, 1991).
Boys are identified with ADHD at least four times as often as girls (Cantwell, 1996). The 
literature hypothesises that this predominance in males is likely to be due to both referral 
bias because boys tend to exhibit more disruptive behaviour than girls, as well as a real 
sex difference in prevalence (Rowland, Lesesne & Abramowitz, 2002).
Aetiologies of ADHD
A review of the literature on ADHD highlights a variety of theories or models that 
explain the origin of the disorder. Theories include genetic transmission, imbalance of 
brain chemicals, prenatal and postnatal toxins, neurological anomalies, viral infections, 
socioeconomic status, inadequate childrearing, food additives and lead poisoning 
(Ladnier & Massanari, 2000). There is no clear consensus about ADHD’s aetiology 
(Searight & McLaren, 1998). Instead, it is more likely that a combination of biological 
and psychosocial factors may combine to lead to a number of pathways that result in 
ADHD (Cantwell, 1996).
Brain imaging and genetic studies support the theory of a dysfunction in the frontal lobes 
and basal ganglia (Lou, Henrikson & Bruhn, 1990). Children with ADHD have been
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shown to have a less active and smaller frontal basal-ganglia neural network area than 
those unaffected children (Castellanos, 1997). Through adoption, family and twin studies 
a genetic component to ADHD has been identified (Thapar, Holmes, Poultn &
Harrington, 1999). It is estimated that the heritability of ADHD ranges from 0.5 to 0.9 
(Gjone, Sevenson & Sundet, 1996). Research is currently underway in identifying genes 
that may contribute to the ADHD picture. Overall, the consensus is that the 
psychological deficits experienced by those with ADHD have some biological basis 
(International Consensus Statement on ADHD, 2002).
The literature acknowledges that a variety of parent-child relationships and family 
dysfunction are found in the families of children with ADHD (Cantwell, 1996). It is 
difficult to establish a causal link within the dynamics. It is plausible that the child’s 
behaviour leads the parent to relate to the child in a specific way (Jacobsen & Hofmann,
1997). Children who are highly active, noncompliant or impulsive in their behaviour tend 
to elicit higher levels of negative affect and conflict from their parents (Patterson, 1982).
It is also as equally possible that the parenting behaviour causes the child to develop 
certain ways of relating to their parent through their difficult behaviour. Negative 
parental attitudes and parenting behaviour can contribute to the development and 
maintenance of hyperactive behaviour in children (Marshall, Longwell, Goldstein & 
Swanson, 1990).
The consequences of ADHD on both the child and their family can be very severe. 
Children can develop poor self esteem, social and emotional problems, and their 
educational attainment is frequently impaired. The pressure on families can also be 
immense (NICE, 2000). The International Consensus Statement on ADHD (2002) 
reported that follow-up studies of individuals with ADHD suggests that “they are more 
likely to drop out of school (32-40%), to have few or no friends (50-70%), to under- 
perform at work (70-80%), to engage in antisocial activities (40-50%), experience teen 
pregnancy (40%), to experience depression (20-30%) and experience personality
178
Major Research Project
disorders (18-25%)” than ‘normal’ individuals. Therefore it is essential that effective and 
evidence based treatment strategies are in place for ADHD.
Treatment for ADHD
A range of psychiatric and psychological treatments are potentially useful in treating 
children with ADHD. However, one treatment approach predominates; this is the 
prescription of stimulant medication, such as Methylphenidate (Ritalin). Holowenko & 
Pashute (2000) found that 80% of children with ADHD were prescribed medication and 
of these 88% were prescribed Ritalin. These drugs are effective by releasing and 
inhibiting the reuptake of catecholamines, mainly dopamine, in the central nervous 
system (Swanson et al., 1998).
Following a large number of controlled trials the general consensus about stimulant 
medications is that they reduce the symptoms of ADHD. Swanson et al. (1998) report 
that 80% of patients experience improved response inhibition and verbal and non-verbal 
working memory performance 4-6 weeks after starting the medication.
A number of concerns are increasingly being expressed by professionals and parents 
(Dosreis, Zito, Safer, Soeken, Mitchell & Ellwood, 2003) regarding the trend of stimulant 
medication prescription as the treatment of choice for ADHD (Timimi & Taylor, 2004). 
Stimulant medication causes problematic side effects such as disturbances to sleep and 
loss of appetite in a significant minority of children. It is also reported to increase anxiety 
in some children and is unsuitable or ineffective in treating some children (Rowland, 
Lesesne & Abramowitz, 2002). Rowland et al. (2002) estimate that overall 20% of 
children with ADHD cannot benefit from stimulant medication for one of these reasons. 
Considering the public and professional interest in ADHD and its treatment with 
stimulant medication it is somewhat surprising that long-term follow-up studies of 
children taking medication have not been completed. Therefore the risks and side effects 
associated with this approach to treating ADHD over time have not yet been established.
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The treatment of ADHD through the prescription of stimulant medication is 
acknowledged to be blaming and victimising of both children and their families (Erdman, 
1998). Timimi (2004) highlights that by prescribing children highly addictive drugs that 
have no proven long-term benefits doctors are acting as “agents of social control”. The 
emphasis on medication also promotes the theory that ADHD is medically caused. The 
over-focus and “tunnel vision” (Timimi & Taylor, 2004) make it increasingly difficult to 
think about context and interpersonal aspects of the child and their family.
Behavioural interventions, such as parent and teacher behaviour management 
programmes, are increasingly being used to treat ADHD, often in combination with 
psychostimulant medication. These psychosocial interventions are based on the general 
principles of behaviour modification such as reinforcement, punishment and extinction. 
Short term benefits in symptoms of ADHD, academic performance, social skills, 
aggressive and oppositional behaviour have been reported following parent and teacher 
training programmes (Pelham, Wheeler & Chronis, 1998). The MTA Co-operative Group
(1999) found that children treated with a combination of psychostimulant medication and 
behaviour therapy required lower doses of medication than those treated with 
psychostimulant medication alone over a period of fourteen months.
Parenting issues, in particular quality of parenting and psychosocial issues, have in the 
main been neglected as an issue for treatment (Jureidini, 1996). Long term intensive 
individual psychotherapeutic interventions have been found to be effective in selected 
individual cases (Sattefield, Satterfield & Cantwell, 1981; Sattefield, Satterfield & Schell, 
1987).
Family Relationships & ADHD
Psychosocial factors such as family relationships have often been viewed as peripheral in 
the aetiology and treatment approaches to ADHD (Woodward, Taylor & Dowdney,
1998). There has been little research to consider the quality of parent-child relationships 
in families of ADHD children, in particular from the perspective of the children and
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parents (Gerdes, Hoza & Pelham, 2003). Historically, research has focused on laboratory 
observations of the interactions of children with ADHD and their mothers. The research 
found that children with ADHD are more active, less often on-task, less compliant and 
less responsive than control children (Mash & Johnstone, 1982). This research also found 
that parents of ADHD children were more negative; exerted more control and structure, 
initiated fewer interactions and offered fewer positive responses than parents of control 
children.
Increasingly, over recent years the literature has begun to acknowledge that these factors 
do play a significant part in the picture of ADHD. Woodward et al. (1998) found that 
disciplinary aggression, parent coping and authoritative parenting was significantly 
associated with hyperactivity. Carlson, Jacobvitz & Sroufe’s (1995) study found that 
early parent-child relationships characterised by maternal intrusiveness powerfully 
predicted distractibility in early childhood and hyperactivity in middle childhood than did 
biological or temperamental factors.
Attachment Theory
Attachment theory is one psychological theory that does focus on parent-child 
relationships and that is relevant to the ADHD literature. Attachment theory is based on 
the assumption that a child’s development, both neurological and emotional is largely 
determined by the quality of their interactions with their primary caregivers in the early 
years. Children’s experiences of interpersonal relationships were first identified as 
crucial to their psychological development by Bowlby (1944; 1951).
Bowlby’s initial work was a study examining the case history of 44 juvenile thieves; he 
found that a disruption in the early mother-child relationship was a precursor to 
psychopathology in later life. He extended his research by reviewing the effects of 
institutionalisation on young children (Bowlby, 1951). He found that children who had 
been deprived of maternal care were ‘affectionless’.A  number of other researchers were 
reporting similar findings to Bowlby in children who had been deprived of their mothers;
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their superficial relationships, lack of emotional response and the inability to concentrate 
in school (Karen, 1994).
A secure base is developed by the infant with a primary caregiver (usually the mother). A 
child will develop a secure attachment if they receive enough reciprocal, affectionate 
interactions with a caregiver who is available and responsive to their needs. The secure 
base allows the child to explore the environment around them, and when the infant feels 
threatened by environmental factors that endanger their security they return to their 
caregiver to regain a sense of security. In contrast, a child will develop an insecure 
attachment if they fail to receive consistent, reassuring and predictable responses from 
their caregiver. The caregiver is experienced as unavailable, unresponsive, unreliable, 
intrusive or coercive (Ladnier & Massanari, 2000). Therefore the child is discouraged 
from exploring their environment or finds the exploration very stressful. These vital early 
relationships represent prototypes for close relationships throughout life, in particular 
intimate love relationships and parenting; they are referred to as the Internal Working 
Model (Bowlby, 1988). Bowlby’s Internal Working Model is theorised to contain both 
cognitions and affect that influence the appraisal of behaviour in social situations, in 
particular, situations where there is a threat to the self or issues of intimacy (Green, 
Stanley, Smith & Goldwyn, 2000). The Internal Working Model of relationships is seen 
as a means of carrying forward the early attachment relationships into later relationships 
and as a mechanism for change (Rutter, 1995).
The Internal Working Model of relationships is a combination of memories and 
experiences from across the lifespan. The memories and representations that an infant 
lays down are often “felt-sense” (internal feelings) that are linked to contextual cues, for 
example the sight, sound and smell of the mother (Kail, 1990). As the infant gets older 
and develops verbal abilities, memories and representations become more explicitly 
verbal. It is theorised that there is a qualitative difference between the early and later 
memory systems (nonverbal Versus verbal) (Flavell, Miller & Miller, 2002). The recall 
of memories is most likely when the context of the recall is the same as the context of
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original learning. As adults, it is very often impossible to remember events from early 
infancy; this is called ‘infantile amnesia’. It is thought that this is due to the early 
memories being based on feelings and visual images and the recall and interpretation is 
based on language (Kail, 1990).
Attachment theory emphasises that the system of attaching behaviours serves to bring the 
infant close to their caregivers for the purpose of safety and survival. A secure 
attachment provides further benefits to the relationship between the child and caregiver. 
These benefits include learning basic trust and reciprocity, developing a capacity for self­
regulation of affect and behaviour, developing the resilience to cope with trauma and 
stress, experiencing the stimulating interactions required for the development of a healthy 
brain and forming a sense of identity with a sense of self-worth and autonomy (Ladnier & 
Massanari, 2000). If an infant develops an insecure attachment style, this is seen as 
adaptive, as the infant is using the relationship style to gain access to the above qualities 
available in secure attachments, it is the child’s way of coping with a suboptimal 
environment (Holmes, 2001).
Children form a number of attachment relationships in their early years. These 
attachments tend to be organised into a hierarchy of main caregivers, with a preferred 
principal attachment figure. The individual at the top of the hierarchy tends to be 
determined by a number of factors such as the amount of time the infant spends with the 
individual, the emotional investment of the adult in the child and the quality of the care 
(Fonagy, 2001).
The nurturing interactions that lead to a secure attachment are also thought to determine 
the neural development of a child’s brain (Ladnier & Massanari, 2000). They highlight 
that the quantity and quality of stimulating interactions between the child and their 
caregiver determine the circuits that are formed and the way that the brain is organised to 
process information. Attachment experiences where affect regulating skills develop are 
thought to influence the development of regulatory systems in the right side of the brain
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(Schore, 2003). The brain of a newborn baby is wired to control the functions essential 
for survival, such as heart rate and reflex movements. At birth approximately 100 billion 
brain cells are not yet connected to form networks. By age 3 years, around 1000 trillion 
neural connections have formed. Then at age 11 years, the brain begins to prune back 
excess connections. Connections that have been used most often are retained and 
connections that have not been used or used rarely disappear.
Sustained traumatic experiences in the early years such as abuse, neglect or failure to 
form a secure attachment relationship can create a constant state of hyperarousal in a 
child and therefore alter the neuroendocrine activities of the brain (Ladnier & Massanari, 
2000). These changes in the neurology of the brain result in cognitive, behavioural and 
emotional changes in the child. A number of characteristics have been identified in 
traumatised, hyperaroused children by Perry, Pollard, Blakey, Baker & Vigilante (1995); 
hypersensitivity and overreaction to neutral stimuli, autonomic hyperarousal and motor 
hyperactivity, increased startle response, sleep disturbance, difficulties controlling 
emotions, impulsivity and aggression, cognitive deficits and distortions and impaired 
social functioning. A number of these characteristics are key symptoms of ADHD.
Four distinct patterns of attachment have been reliably observed and reported in the 
literature from children’s separation and reunion behaviour; secure, avoidant, ambivalent 
and disorganised (Ainsworth, Blehar, Waters & Wall, 1978; Main & Solomon, 1990).
Secure attachment (B) is shown in infants as they use their attachment figure as a secure 
base from which to explore the world around them, they respond positively to reunions 
after brief separations and return quickly to exploration. Children in secure attachment 
relationships show an interest in play objects and positive affect, they are able to engage 
and focus on constructive play (Stiefel, 1997).
Insecure avoidant attachments (A) are shown in infants by their exploring behaviour 
which is very independent of their attachment figure, on reunion the infant shows
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avoidant or ignoring behaviour. The infant minimises their signals of distress (crying) 
and negativity that may alienate a rejecting caregiver (Sroufe et al., 1999).
Insecure ambivalent attachment (C) in infants is shown by the infant who fails to move 
away from their attachment figure and generally shows little exploration. These infants 
show heightened distress signals (crying) to maintain the attention of their intermittently 
responsive caregiver (Sroufe et ah, 1999). An undercurrent of anger and ambivalence is 
often present; struggles and arguments are frequent (Stiefel, 1997). Ambivalent 
attachments are associated with inconsistent care giving environments. Long-term risks 
associated with this attachment pattern include anxiety, attentional problems and conduct 
difficulties (Crittenden & Claussen, 1996).
A fourth category of attachment was identified by Main & Solomon (1990); disorganised 
attachment behaviour (D). This pattern of attachment has been linked with social 
deprivation, psychopathology in parents and abuse (Stiefel, 1997). Children with a 
disorganised pattern of attachment may engage in care giving or parenting behaviour. 
They generally do not develop coherent strategies in regulating their relationship with 
their caregiver. The disorganised behaviour of stereotypes and simultaneous approach / 
avoidance enables the infant to maintain proximity with the frightening caregiver 
behaviour (Sroufe et al., 1999). They are caught in a conflict between the need to 
maintain proximity with the caregiver as a source of security and to avoid the caregiver as 
a source of fear (Stiefel, 1997). The incidence of disorganised attachment in the general 
population ranges from 10% to 15%. Lyons-Ruth and Jacobvitz's (1999) study (as cited 
in Green, 2003) found that there are a number of factors that increase the likelihood of 
disorganised attachment for example child maltreatment or parental psychopathology.
The literature links children with disorganised attachment styles to later psychopathology 
(Fonagy, 2001).
The research literature has over the years identified a variety of determinants of 
attachment security. The mother and her relationship to her infant are recognised as
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making an important contribution to attachment security. The sensitivity, responsiveness 
to distress, warmth, moderation of stimulation and interactional synchrony of the mother 
are all good predictors of attachment security (Belsky, 1999). An infant with an avoidant 
attachment style generally has a caregiver who is intrusive, very controlling of 
interactions with the infant and is excessively stimulating. An infant with an ambivalent 
attachment style tends to have a caregiver who is unresponsive and not very involved in 
caregiving with their infant (Fonagy, 2001).
Attachment & ADHD
Recent research studies have begun to explore and acknowledge the role of attachment in 
understanding developmental psychopathology. Although early disturbances in early 
attachment relationships can not be construed as psychopathology, often they do lay the 
foundation for disturbances in developmental processes, which in turn can lead to 
psychopathology (Sroufe et al., 1999). A child who has not learnt to use their caregiver 
as a secure base for exploring the world is at high risk for experiencing difficulties with 
social relationships, emotional development, behavioural control and cognitive capacity 
(Hughes, 1997). A number of studies have reported that higher than expected rates of 
insecure attachments are likely to be found in clinical samples of young children (Lyons- 
Ruth, Alpem & Repacholi, 1993; Speltz, Greenberg & Deklyen, 1990). Infants showing 
an insecure attachment pattern are more likely to exhibit poor peer relations, depression 
and aggression than their securely attached peers, who approach and readily use their 
parents to ease their distress (Speltz, DeKlyen, Greenberg & Dryden, 1995). The 
research literature reports that a disorganised attachment style that has the strongest 
predictive capacity of developing psychological difficulties (Carlson, 1998).
It is acknowledged that the developmental pathway to ADHD and behaviour difficulties 
in children is likely to be a multifactorial in nature (Olson, Bates, Sandy & Schilling, 
2002). The pathway will reflect the processes of interaction between the child and 
caregivers and the social ecological context. However the contribution of attachment 
relationships within this pathway is of interest in the current study. It is acknowledged
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that attachment difficulties are not always a necessary cause in the development of 
ADHD, however, in some children it may be causal (Stiefel, 1997).
Often children with ADHD share two significant deficits; the ability to regulate emotions 
and behaviours and the ability to form healthy relationships with others (Ladnier & 
Massanari, 2000). These deficits are also commonly found in attachment disordered 
children. The literature has begun to wonder whether there is a causal connection 
between insecure attachment relations and ADHD. Patterns of insecure parent-child 
attachment relationships have been linked to impulsive and aggressive child behaviour 
(Lyons-Ruth, 1996; Olson et al., 2002). On the contrary, patterns of secure attachment 
relationships have been related to infants with self-regulatory competence (Kochanska, 
Murray & Coy, 1997).
Self regulatory competence involves skills such as the ability to delay immediate 
gratification, inhibit impulsive behaviour and respond in a planned manner to task 
situations (Olson et al., 2002). ADHD has often been conceptualised as a disorder of self 
regulation. Difficulties with impulse control, perseverance, self-soothing, patience, 
inhibition and initiative feature significantly in ADHD. Through the processes of social 
interaction caregivers are thought to critically influence the development of competent 
self regulation (Olson et al., 2002). It is thought that insecure caregiver-child attachment 
relationships may cause difficulties in self-regulation (Stiefel, 1997). Insecurely attached 
individuals are known to be more vulnerable to problems with behavioural and affective 
regulation (Cassidy, cited in Fox, 1994). Those who “down-regulate” are seen as more 
avoidant in their attachments and those who “up-regulate” are seen as resistant or 
ambivalent in their affect and attachments (Fonagy, 2001; ppl4).
A number of clinical case reviews (Haddad & Garralda, 1992; Stiefel, 1997) have linked 
ADHD symptoms in children to poor caregiver-child attachment relations. Steifel (1997) 
theorises that prolonged caregiver-child relationship stress led to escalating negative
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parent-child interactions and therefore a disturbance in the attachment relationship, 
subsequently causing difficulties with self-regulating capacities.
Clarke, lingerer, Chahoud, Johnson & Stiefel (2002) found that ADHD is associated with 
insecurity of attachment in their study in Australia. Clarke et al. (2002) compared a group 
of nineteen boys with a diagnosis of ADHD to a group of nineteen “normal” control 
group boys with no ADHD diagnosis or behaviour difficulties. The ADHD boys obtained 
poorer scores on all three measures of attachment. The attachment insecurity of the 
ADHD group was characterised by heightened emotional expression and was consistent 
with anxious-ambivalent or disorganised attachment styles. There were a number of 
limitations to the study; the boys with ADHD were all recruited via a tertiary level 
service; therefore potentially selecting in more complex ADHD cases. The study also did 
not explore whether the insecure attachment of those boys with ADHD was specifically 
related to ADHD per se or perhaps of behaviour difficulties more generally.
It is likely that within the category of “insecure attachment relationships”, two patterns 
are especially relevant to ADHD. The ambivalent (C) category seems to describe the 
ADHD child -  parent relationship; where the child seeks contact often in a negative way, 
but at the same time resist their caregiver’s attempts for closeness. The child may 
respond to the unresponsive or ambivalent cues of their caregiver; distress, depression or 
exhaustion (Steifel, 1997). The second pattern is the disorganised (D) category. The 
impulsivity, hyperactivity, oppositionality and recklessness may be a defensive adaptation 
within the context of the disorganised attachment relationship (Lieberman & Pawl, 1990).
Ladnier & Massanari (2000) have written a chapter on “Treating ADHD as Attachment 
Deficit Hyperactivity Disorder”, where they explore the links and propose a 
developmental model. The model is based on the theory that attachment trauma in early 
childhood results in developmental deficits; the symptoms of ADHD.
Bonding Breaks —» Attachment deficits —> Symptoms of ADHD
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The “bonding break” is described as an event or events which occur pre or postnatally 
that cause physiological trauma and slowing of development and impact on the 
opportunity to form a secure attachment with the caregiver. This failure to form a secure 
attachment relationship is then theorised by Ladnier & Massanari to interfere with the 
infant’s neurological maturation resulting in developmental delays (attachment deficits) 
that are reflected in emotional and behavioural difficulties.
Figure 1 - A Developmental Model for the Origins of ADHD (Ladnier & Massanari,
2000)
Problem BehavioursBonding Breaks Attachment Deficits
Barriers to Attachment 
between Caregiver & Chid
Prenatal Influences
Exposure to chemical 
compounds or toxins.
Excess prenatal exposure to 
cortisol
Inattentive Caregivers 
Lack information or 
motivation to provide 
nurturing & soothing 
interactions.
Situational Traumas 
Premature birth 
Separation from primary 
caregiver 
Faulty Parenting 
Exposure to criticism, yelling 
& violence
Parenting that lacks respect, 
structure & consistency
Deficits in two major areas of 
Personality Development
1. Self Regulation:
Impulse Control
Self-soothing
Initiative
Perseverance
Inhibition
Patience
2. Relating Skills: 
Empathy
Trust
Affection
Reciprocity
Expression
Respect
Emotional and Behavioural 
Symptoms o f ADHD
Impulsive 
Hyperactive 
Inattentive 
Craves Stimulation 
Poor self image 
Does not make friends 
Oppositional & defiant 
Intrusive & disruptive 
Acts out feelings 
Seeks negative attention 
Manipulates others 
Sensory defensive 
Blames Others
There is some pressure both politically and from parents to overlook early psychosocial 
stressors and the impact they can have on parent-child attachment relationships. 
Previously, there was a tendency in the literature to be over-critical of parents and to 
blame them for the psychopathology of their children. This model aims not to criticise 
parents, rather acknowledge the role of attachment in ADHD. It is also important to
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recognise that alongside the role of parenting in the attachment process that child 
characteristics are also influential. Children with ADHD are difficult to care for and their 
behaviours can interfere with parent-child attachment (Campbell, 1990). Mothers of 
children with hyperactivity reported that their children were highly active, irritable, 
unsoothable and resistant to changes in feeding routines (Campbell, Szumowski, Ewing, 
Gluck & Breaux, 1982). An irritable temperament in an infant is recognised to increase 
the risk of insecure attachment by increasing the impact of inadequate caregiving 
(Fonagy, 2001).
If the child with ADHD was treated within the context of the family and attachment 
difficulties improved, results could be attributed to the repair of deficits in impulse 
control, based on the reversal of the underlying insecure attachment (Halasz & Vance, 
2002). Psychoanalytic intensive therapy may be effective in that it provides the 
opportunity to rebuild and restructures memories and emotional responses (Schore, 2003). 
Moretti, Holland & Peterson (1994) reported on a residential treatment programme for 
children with a diagnosis of conduct disorder, based on principles of attachment theory. 
The parents learnt to modify their interpretations of the child’s behaviour, therefore the 
child feels less criticised and becomes more compliant and this allows the parent to 
become more responsive to the child’s needs. The dynamics between the parent and child 
have been modified and an environment in which connections can develop has been 
created.
Assessment of Attachment
There are a variety of measures available to assess attachment relationships. Largely, the 
method used to assess attachment is dependent on the age of the individual. Assessment 
of attachment in pre-school children (age one to two years) is principally done using the 
well validated Strange Situation. This assessment involves behavioural observations of 
children’s responses to separations and reunions with their caregiver (typically mother) 
(Ainsworth et al., 1978). The Strange Situation is a sequence in which the infant is 
exposed to an unfamiliar place, an unfamiliar person, parental separation, the experience
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of being alone and reunion with their caregiver. The quality of the reunion behaviour 
provides the basis for assessment and the child is classified into one of the four 
attachment categories. The secure pattern is presented as distress at separation and 
reassurance at reunion. The insecure avoidant pattern is presented as little distress at 
separation (down regulating emotional arousal) and disinterest in the caregiver at reunion. 
The insecure ambivalent pattern is presented as the infant being distressed at separation 
but they are not comforted by the caregiver’s return. These infants show up-regulating 
their emotion in order to gain the caregiver’s attention. Finally, the disorganised insecure 
infant shows strange, disorientated ways of seeking proximity with their caregiver, such 
as hiding, freezing in the middle of movement or staring into space (Fonagy, 2001).
Attachment is assessed by verbal interview in older adolescents and adults using the 
Adult Attachment Interview (George, Kaplan & Main, 1985). This interview assesses 
how adults perceive their childhood experiences. The interview aims to ‘surprise the 
unconscious’ into giving up its secrets. Attachment insecurity is identified on the basis of 
a number of factors; the tendency to deny negative experiences, to be unable to re-evoke 
the feelings associated with negative experiences, presentation of an over-idealised 
picture of parents, a preoccupation with parents associated with confused concepts and 
unresolved anger (Rutter, 1995). It is the way in which individuals respond to questions 
about their parents, losses and trauma that is important, not the trauma itself. A healthy 
attachment relationship is characterised by access to memories of painful experiences in 
order to come to terms with them and integrate them into a positive view of the self. A 
number of criticisms of the AAI have been reported in the literature; the interview is 
lengthy and complicated and requires costly training, AAI classifications may be 
influenced by differences in intelligence and finally participants responses may be 
influenced by their need to present themselves in a socially desirable light; thus 
determining the outcome (Bakermans-Kranenburg & Van Ijzendoom, 1993). Therefore 
an instrument of this nature would not have been appropriate for the current study. In 
particular, a lengthy measure would have been hard to administer to children 
experiencing difficulties in attention and concentration.
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For school aged children, between early infancy and adolescence, behavioural 
observations and verbal interview / self report measures become less appropriate. The 
child’s behaviour becomes too complex to allow behavioural observations to be valid and 
reliable. The older child is also able to maintain a relationship with the stranger and so 
the separation may not evoke the same level of stress (Rutter, 1995). On the other hand, 
the child’s cognitive and verbal skills are not developed enough for an interview or self 
report measure to be completed and be reliable. A verbal interview is also likely to tap 
mainly verbal memories. The memories and representations of early infancy, which are 
feeling and image based, are more likely to be accessed via feeling and image based 
assessment techniques, such as drawings. Therefore attachment has been assessed using 
representational or symbolic measures, such as The Separation Anxiety Test (SAT) 
(Slough & Greenberg, 1990) or drawings with school-age children.
The Separation Anxiety Test (SAT) (Slough & Greenberg, 1990) requires children to 
look at images of attachment related scenes and suggest methods of coping. This 
measure of assessment has been adapted by Green et al. (2000); the child’s attachment 
system is deliberately provoked in the context of a dolls house story completion task. The 
child’s narrative that completes the story is then used to indicate attachment style. These 
measures of attachment are only available to clinicians who have attended specialist 
training courses.
Kaplan and Main (1985) first used children’s drawings to assess a child’s attachment.
The nonverbal nature of drawings allows the child to express emotions that are generally 
difficult to assess in this age group. Drawing is a natural way that children use to express 
themselves, in particular for children aged 5 to 11 years. It is credible that representations 
of attachment relationships would be presented in drawings and that the child’s inner 
working model of the self, caregivers and caregivers and self would be revealed (Fury et 
al., 1997). Drawings are also practically easy to administer and child friendly.
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Kaplan & Main developed a classification system for the four attachment categories 
based on family drawings, with it’s foundation in the attachment theory of Bowlby. 
Kaplan & Main (1985) found that certain signs in the drawings of children aged 5 to 7 
years distinguished children with varying attachment histories in infancy. A series of 
signs that were more frequently found in the drawings of children with secure, anxious- 
avoidant, anxious-resistant and disorganised attachment histories were therefore 
developed. Children classified as having secure working models of attachment typically 
complete happy looking drawings where humans are interacting with one another, the 
image is one of comfort with others and realism. In contrast, a child classified as 
insecure-avoidant would typically complete a drawing with the overall impression of 
invulnerability; the drawing would depict unrealistic happiness where the figures would 
be undifferentiated (all the same size or shape, with the same clothing). Drawings of a 
child classified as insecure-ambivalent would be characterised by vulnerability. This may 
be shown in the drawing by the child appearing alone or isolated from the family group. 
The child classified as disorganised in their working model of attachment tend to draw 
family pictures where there are ominous or foreboding elements, such as dark clouds, the 
child or other important members of the family may be missing or the drawing may be 
uninterpretable. These signs were further developed and validated, global rating scales 
(aggregates of signs) and the age group expanded to include 8 to 9 year olds by Fury, 
Carlson & Sroufe (1997).
Validity data to support the use of the Family Drawing Test to directly assess attachment, 
although not extensive, does exist (Clarke et al., 2002; Fury et al., 1997; Kaplan & Main, 
1986; Murray, 2000; Pianta, Longmaid & Ferguson, 1999; Soane, Goldberg & Janus,
1998). Fury et al. (1997) assessed one hundred and seventy one eight to nine year old 
children using the Family Drawing Test who had previously had their attachment styles 
assessed using the Strange Situation. They found the use of children’s drawings a “robust 
measure” of tapping children’s representational models of attachment. Cross validation 
of the Family Drawing Test classifications with Strange Situation attachment 
classifications from ages 12 and 18 months were highly significant; %2 (1, n =61) =36.62,
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p < 0.001. Global rating scales were found to be more powerfully predictive than 
individual drawing signs in identifying specific attachment histories. Fury et al. also 
controlled for IQ, current life stress and emotional functioning and still found that early 
attachment history made a significant contribution to the prediction of negative drawing 
outcome.
Further research by Pianta et al. (1999) supports Fury et al.’s findings. Pianta et al (1999) 
carried out a study with two hundred five to seven year olds completing the Family 
Drawing Test. This study provided support for the reliability and validity of the Family 
Drawing Test as a measure of children’s attachment relationships. Pianta et al. again 
found that global rating scales were more reliable than discrete drawing signs in 
understanding the children’s attachment representations.
Clarke et al. (2002) used the Family Drawing Test as one of three measures of attachment 
with five to ten year old boys in their study. The Family Drawing Test correlated highly 
with the other two measures of attachment; The Separation Anxiety Test (Klagsbrun & 
Bowlby, 1976) and The Self Interview (Cassidy, 1988).
There are however a number of limitations in using children’s drawings to assess their 
attachment representations. Thomas & Jolley (1998) reviewed the use of children’s 
drawings for purposes of psychological evaluation. They concluded that there is little 
empirical support for the use of children’s drawings as a global assessment tool for 
emotional disturbance in children. In interpretation it is important to make allowances for 
the course of normal drawing development and the influence of a child’s drawing process 
such as strategy choices and sequencing decisions. For example, the point at which a 
child starts drawing on the paper can affect the size of the image. The use of drawing 
measures is based on the assumption that the child is aiming to draw a visually accurate 
image. Thomas & Jolley (1998) made a number of recommendations to enhance the 
reliability and validity of drawing measures; the use of well developed scoring criteria to 
increase agreement on scoring, obtaining drawings at two separate time points from each
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child to check for the stability of drawings and the use of comparison drawings from 
control children to assist interpretation.
A key confound is the child’s drawing ability and the impact this therefore has on their 
family drawing (Thomas & Jolley, 1998). There is a body of research literature that 
reports that the drawings of children with psychopathology are different (contain more 
emotional indicators) than those of well-adjusted children (Catte & Cox, 1999; Koppitz, 
1968). However, this literature has recently been thrown into question by Cox & Catte’s
(2000) study. Cox & Catte reported that the differences previously reported in the 
research between the drawings of children with psychopathology and those of well 
adjusted children are due to the poorer drawing ability of the children with 
psychopathology and not the unusual features of their drawings. Therefore, it is critical to 
ensure that the drawing ability of the children completing drawing measures is fairly 
evenly matched.
Chronological age is closely related to drawing ability. As the child grows older their 
fine motor skills develop rapidly, in particular between the ages of five and eight years. 
The development of these motor skills is likely to closely relate to drawing performance 
in this age group.
There is also an element of subjectivity in coding the drawings. This subjectivity can be 
reduced by producing a detailed and specific scoring procedure and by the use of multiple 
coders to check for inter-rater reliability.
The Current Study
The current study aimed to further build on the work of Ladnier & Massanari (2000) and 
Clarke et al. (2002) in investigating the associations between ADHD and insecure 
attachment relationships. This study compared the internal working models of attachment 
of six to ten year old boys with a diagnosis of ADHD to a group of same age boys with 
behavioural difficulties, but not diagnosed with ADHD. Therefore identifying whether
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insecure attachment relationships are a characteristic of ADHD or more generally of 
children with behavioural difficulties. Attachment representations were measured using 
the Family Drawing Test. In order to take account of the possible influence of drawing 
ability, the Goodenough Harris Draw-A-Man test was also administered to check that the 
drawing ability of the two groups was not significantly different.
It was predicted that the attachment representations of boys diagnosed with ADHD would 
be characterised by greater insecurity than those of the control children with behavioural 
difficulties. The study also hoped to report on whether particular insecure attachment 
patterns (such as ambivalent and disorganised) were more prevalent in children with a 
diagnosis of ADHD.
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METHOD
Ethics
A research proposal was submitted to the NHS Local Research Ethics Committee and 
approved on 22nd August 2003 (see appendix 1). The proposal was subsequently 
submitted to the Advisory Committee on Ethics at the University of Surrey and granted 
full ethical approval on 4th September 2003 (see appendix 2).
Design
A quantitative cross sectional design was used for this study. Participants from two 
sample groups completed measures at one point in time. The independent variable was 
whether the child had a diagnosis of ADHD and the dependent variable was the child’s 
attachment style.
An a priori power analysis using G*Power (Erdfelder, Paul, and Buchner, 1996) was 
completed to ascertain a suitable sample size for the study with sufficient power. The 
total sample size for this study was planned to be 42; 21 participants in each group. The 
power analysis is detailed in appendix 3.
Participants
ADHD Group
The ADHD group comprised of 17 boys, aged 6 to 10 years (mean age 8 years, 6 months, 
SD 1 year, 2 months) diagnosed with ADHD by a Consultant Psychiatrist or Psychologist 
at a Child and Adolescent Mental Health Service, following referral for assessment. 
Diagnoses were made in accordance with the criteria from DSM-IV or ICD-10. Boys 
were included if they were aged between 6 and 10 years, only boys were included as 
ADHD is more common in boys, therefore not enough girls were available to the study 
for meaningful comparisons to be made. All boys included in the study were also 
required to be fluent in English. Exclusion criteria were the presence in the child of i) a 
moderate or severe learning disability; ii) a history of psychosis; iii) a social
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communication disorder / pervasive developmental disorder or iv) evidence of overt 
neurological disorder or brain injury. The boys included in the study had a mean length 
of diagnosis of one year and eight months. At the time of the study, twelve boys were 
currently being treated with psychostimulant medication for their symptoms of ADHD, 
one boy was taking other types of medication such as antidepressants and three boys were 
not taking any psychotropic medication, information on medication was not provided by 
two families.
Control Group
The non-ADHD control group comprised of 16 boys, aged 6 to 10 years (mean age 8 
years, 9 months, SD 1 year, and 1 month). The non-ADHD boys all had a history of 
behavioural problems in school, but no past or current investigations for a diagnosis of 
ADHD. All controls were male and fluent in English. Exclusion criteria were again the 
presence in the child of i) a moderate or severe learning disability; ii) a history of 
psychosis; iii) a social communication disorder / pervasive developmental disorder or iv) 
evidence of overt neurological disorder or brain injury
Measures
Demographic Questionnaire
A parent or guardian was asked to complete a Demographics Questionnaire (see appendix 
4) to obtain details of the child’s family composition, ethnic background, parental 
employment and any major life events that the child may have experienced, such as 
parental divorce or death. The questionnaire provided information so that drawings could 
be scored accurately.
The Revised Conners’ Parent Rating Scale, Short Form (CPRS-S) (Conners, 1998)
The Conners’ Parent Rating Scale assesses for DSM-IV symptoms of ADHD and other 
disorders and was completed by a parent / guardian. Scores obtained are comparable with 
a large normative sample based on age and gender. It has good internal reliability 
(coefficients range from 0.75 to 0.90), high test-retest reliability (6- to 8- week test retest
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coefficients range from 0.60 to 0.90) and is very effective in distinguishing children with 
ADHD from non-clinical children.
The CPRS-S produces three subscale scores (Oppositional, Cognitive 
Problems/Inattention and Hyperactivity) and an index score (ADHD index). A high score 
on the Oppositional Subscale indicates the individual is likely to break rules and are more 
easily annoyed and angered than most individuals their age. A high score on the 
Cognitive Problems / Inattention Subscale indicates an inattentive child who may be 
experiencing academic difficulties and also problems concentrating on tasks that require 
sustained mental effort. A high score on the Hyperactivity Subscale means the child is 
likely to experience difficulties sitting still, they may be more restless and impulsive than 
other children their age. Items on the ADHD Index are the best set of items for 
identifying children “at risk” for an ADHD diagnosis. A high score on the ADHD Index 
indicates attentional deficits and other symptoms characteristic of ADHD. All Conners’ 
Questionnaires were scored by the principal researcher, according to the scoring criteria.
The Strengths & Difficulties Questionnaire (Department o f Health)
The Strengths and Difficulties Questionnaire is designed to screen children for emotional 
and behavioural difficulties. Goodman (2001) reported cross-informant reliability of 
0.34, a test-retest reliability over four to six months as 0.62, and a cronbach alpha of 0.73 
indicating moderate internal consistency. The Strengths and Difficulties Questionnaire is 
also reported to correlate highly with the well established Rutter behavioural screening 
questionnaire (Goodman, 2001).
The questionnaire contains twenty-five items that refer to different behaviours or 
emotions. Parents were required to mark one of three boxes for each item, indicating 
whether the item is not true, somewhat true or certainly true for their child. Further 
questions on the second page of the questionnaire aim to assess the severity of the 
difficulties, by asking about duration and impact of the difficulties on the child or others. 
The Strengths and Difficulties Questionnaire is designed for children aged four to sixteen 
years of age.
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All Strengths and Difficulties Questionnaires were scored by the principal researcher. 
Each item was scored 0,1 or 2. Somewhat true was always scored 1, Not True and 
Certainly True were scored 0 or 2 depending on whether the item referred to a strength or 
difficulty. The Questionnaire produces an overall score, designed to indicate whether the 
child is likely to suffer significant difficulties. Selected items also formed specific 
subscales for Prosocial Behaviour, Hyperactivity, Emotional symptoms, Conduct or Peer 
problems. The Strengths & Difficulties Questionnaire was used to assess whether the two 
groups had similar levels of behavioural difficulties present.
The Draw A Man Test; Goodenough Harris Scoring (Harris, 1963)
The Draw A Man Test was used to assess drawing ability. Evans, Davies & Williams 
(1975) reported on the reliability of this tool in their study. The test-retest coefficient was 
reported to be 0.79 and the test-retest between raters was reported to be 0.70.
The Draw A Man Test was individually administered following Harris’ (1963) guidelines. 
Each child was provided with a pencil and A4 piece of paper and told “I would like you 
to draw me a picture of a man. Make the very best picture you can; take your time and 
work very carefully. Be sure to draw the whole man, not just his head and shoulders;” 
There was no time limit in which to complete the drawing, the majority of drawings were 
completed in five to ten minutes.
All drawings were scored by the lead researcher. Drawings were scored according to 
Harris’ (1963) criteria; each item is scored as pass or fail. A point of 1 is awarded for 
each pass, with no half points given. These points were summed to provide a raw score 
out of 73. The raw score was then converted to a standard score and given a percentile 
rank using Harris’ (1963) conversion tables.
200
Major Research Project
The Family Drawing Test (Fury et al., 1997)
Every child was asked to draw a picture of their family on an A3 piece of paper using 10 
coloured felt tip pens placed on the table in a fixed order. No further direction was given 
to the child, in order for the task to be as open ended as possible. The maximum time 
limit allowed for the task was twenty minutes. When the picture was completed the child 
was requested to identify all persons in the drawing and explain how they were related to 
the child.
All drawings were scored by the principal researcher. A sample of twenty-five drawings 
were also scored by a co-researcher who was blind to research group to establish inter- 
rater reliability. Both researchers trained using drawings from Murray (2000). A 
minimum of twenty drawings were scored in training by each researcher to familiarise 
themselves with the scoring procedure and to ensure scoring was in-line with that of 
previous research using the Family Drawing Test. Ratings were based on the presence or 
absence of 24 specific drawing signs (see Table 2) that have been found by Kaplan and 
Main (1985) and refined by Fury et al (1997) to be associated with different infant 
attachment histories in their research with school age children. Drawings were also given 
theoretical global rating scales developed by Fury et al. (1997) and found to be associated 
with early attachment history. The global rating scales assess the context and patterning 
of individual drawing signs. The global rating scales are defined in table 3, each scale is 
scored between 1 (extremely low) and 7 (extremely high).
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Table 2 -  Family Drawing Test -  Checklist of Signs
Anxious-Avoidant (A) Signs Anxious-Resistant (C) Signs
Lack of individuation Figures crowded or overlapping
Child & mother positioned far apart on 
page
Figures separated by barriers
Omission of mother (or child) Unusually small figures
Arms downward, close to body Unusually large figures
Exaggeration of heads Figures on comer of page
Lack of colour Exaggeration of soft body parts
Disguised family members Exaggeration of facial features
Exaggeration of hands / arms
Anxious Insecure (A or C) Signs Disorganised (D) Signs
Lack of background detail False starts
Figures not grounded “floating” Scrunched figures
Incomplete figures Unusual signs, symbols or scenes
Mother not feminised
Males and females undifferentiated by 
gender
Neutral / negative facial affect
Table 3 -  Family Drawing Test Global Rating Scales
Global Rating Scale Definition
Vitality / Creativity Emotional investment in drawing; seen in 
embellishment, details and creativity.
Family Pride / Happiness Child’s sense of belonging to and happiness in the 
family.
Vulnerability Expressed in size distortions, exaggeration of body 
parts and placement of figures on the page.
Emotional Distance / Isolation Reflected in disguised expressions of anger, neutral 
or negative affect or distance between the mother 
and child.
Tension / Anger Inferred from figures that appear constricted, closed, 
lacking in colour, detail and careless appearance.
Role Reversal Inferred from relative sizes or roles of figures.
Bizarreness / Dissociation Underlying disorganisation reflected in unusual 
signs, symbols or fantasy themes.
Global Pathology Overall degree of negativity reflected in 
organisation, completeness of figures, use of colour, 
detail, affect and background scenes.
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All drawings were also classified by major attachment category (secure, insecure- 
avoidant, insecure-ambivalent, insecure-disorganised) by the principal researcher using 
the general scoring criteria outlined by Kaplan and Main (1986). This classification 
procedure was also based on the researcher’s understanding of the difference in 
attachment categories. In completing the overall classification of drawings, the 
researcher examined the presence or absence of the specific drawing signs, the security 
score and the global rating scores given. Patterns of these features were related to the 
overall descriptions of the major attachment classifications. Drawings with a security 
score of 0.75 and above were classified as secure, unless a number of global rating scales 
indicated insecure features. Drawings with a security score of less than 0.75 were always 
classified as insecure. The specific insecure category was allocated according to the 
patterning of specific drawing signs and global rating scale scores.
Procedure
Clinical subjects were recruited via a Child and Adolescent Mental Health Service in a 
local NHS Trust. Participants’ names were put forward by their keyworker based on the 
inclusion and exclusion criteria. The family was then contacted by the principal 
researcher to confirm eligibility for the study and provided with an invitation letter 
(appendix 5), information sheet (appendix 6) and consent form (appendix 7). Following 
the family’s consent, the child’s medical notes were then checked to confirm the 
diagnosis of ADHD. Further clinical subjects were recruited via primary schools 
alongside the control participants. Special Educational Needs Coordinators (SENCo’s) in 
a number of primary schools identified suitable children according to the inclusion and 
exclusion criteria for both the clinical and control samples. Parents were initially 
contacted by the SENCo and provided with an invitation letter (appendix 8) information 
sheet on the study (appendix 9) and consent form (appendix 10). Following consent, the 
principal researcher then contacted the family to confirm eligibility for the study. The 
local ADHD Support Group run by the Education and Social Services Departments of the 
Council was also approached. A brief presentation on the research was given and 
interested parents provided with an invitation letter, information sheet and consent form.
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Parents were required to return the consent form to the researcher to be included in the 
study. Figure 2 below illustrates the recruitment procedures:
Figure 2
Recruitment of participants 
ADHD Sample
8 consented
12 letters sent
4 consented 2 consented 3 consented
10 letters sent10 letters sent 10 letters sent
SCHOOLSCAMHS1 CAMHS2 ADHD Support 
Group
Control Sample
Twenty primary schools were approached, nine agreed to participate in the study.
consent
School
consent
SchoolSchool
3 letters 
sent
consent
School
consent
School
5 letters 
sent
consent
consent consent
School
School
5 letters 
sent
School
7 letters 
sent
5 letters 
sent
1 letter 
sent
1 letter 
sent
School
consent consent
3 letters 
sent
1 letter 
sent
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The assessments took place either in a clinic room at a CAMHS base, in a quiet room in 
school or at home. In nearly all cases, the child was assessed in a room separate from 
parents, teachers or other children. Assessment of the child commenced with a few 
minutes of rapport building, for example discussion of interests (e.g. favourite school 
subject or television programme). The child then completed the Draw a Man test, 
followed by the Family Drawing Test. Parents were asked to complete the three 
questionnaires either in the waiting room, in school with the assistance of the principal 
researcher or independently at home. All parents were provided with a feedback letter 
following participation in the research study. The letter detailed the child’s scores on the 
questionnaire measures, the child’s level of drawing ability according to the Draw a Man 
Test and whether the child is currently experiencing any difficulties in forming 
relationships according to the Family Drawing Test (see appendix 11 for sample feedback 
letter).
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RESULTS
The Kolgorov-Smimov test for normality of distribution on the variables used indicates 
that the only variable deviating significantly from a normal distribution was the Global 
Scale of Isolation (see appendix 12). However, although the other variables were not 
significantly different from the normal distribution, when reviewing the histograms it is 
clear that there is some deviation from the normal distribution. Calculations were also 
completed to check all variable for skewing and kurtosis (appendix 13). The Global Scale 
of Role Reversal shows positive skewing and negative kurtosis. Therefore, due to the 
deviations from the normal distribution and the small sample size non-parametric tests 
were used.
The results section is divided into sections, each section focuses on a different component 
of the analysis:
1. Descriptive Statistics
2. Inter-rater reliability of Family Drawing Test
3. Analysis of the two samples comparability
4. Examining the Conners’ Questionnaire
5. Relationship of insecure attachment to ADHD
6. Relationship of specific attachment styles to ADHD
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Descriptive Statistics
The table below shows means and ranges for a number of descriptive variables as 
provided by parents via. the demographics questionnaire. One set of questionnaires were 
not completed and returned by parents in the ADHD group, therefore for the descriptive 
statistics ADHD n is 16. The ethnicity and age of this child was obtained from teachers 
in school.
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Table 4
Descriptive statistics for participants
Variable ADHD Mean 
(SD)
ADHD Range Control Mean 
(SD)
Control Range
Age 8 years 6 
months (1 year
6 years 6 
months -  10
8 years 9 
months (1 year
7 years 1 
month -  10
2 months) years 6 months 1 month) years 9 months
ADHD n ADHD
Proportion
Control n Control
Proportion
Ethnicity - 
White 15 88% 13 81%
Ethnicity -  
Black African 0 0% 1 6%
Ethnicity - 
Dual heritage 2 12% 2 13%
Important people 
not at home -
father 3 19% 5 31%
Important people 
not at home -
mother 1 6% 1 6%
Important people 
not at home -
siblings
Important people 
not a t home -
2 13% 1 6%
no one 10 63% 9 56%
Difficult life
events -  parents 
separation/divorce 
Physical health 
problems 
Bereavement of
7
3
44%
19%
9
0
56%
0%
close family 
member of friend 4 25% 4 25%
No difficult life
events 4 25% 3 19%
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The two tables below show the descriptive statistics for the length of diagnosis and 
medication for the children with a diagnosis of ADHD.
Table 5
Descriptive statistics for length of diagnosis of ADHD participants
Length of diagnosis n Proportion
Under 6 months 3 18%
1 year 3 18%
2 years 3 18%
3 years 4 24%
4 years 0 0%
5 years 1 4%
No information provided 3 18%
Table 6
Descriptive statistics for medication of ADHD participants
Variable n Proportion
Currently taking medication 12 71%
Not currently taking medication 3 18%
No information provided re. medication 2 8%
Ritalin 2 8%
Concerta XL 7 41%
Dexamphetamine 1 4%
Anti-depressant 1 4%
Melatonin 2 8%
Information not provided on type of medication 2 8%
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The three tables below show the means, standard deviations and ranges for both the 
participants in the ADHD group and Control group for the three descriptive measures; the 
Conners’ Questionnaire and Strengths and Difficulties Questionnaire completed by 
parents and the Draw A Man Test completed by the children.
Table 7
Descriptive statistics for the Conner’s Questionnaire
Scale /Index ADHD Mean 
(SD)
ADHD
Range
Control Mean 
(SD)
Control
Range
Oppositional 77.3 (9.2) 56-89 72.7 (10.3) 56-90
Scale
Inattention Scale 70.6 (9.5) 46-82 64.7 (10.6) 48-79
Hyperactivity 80.4 (8.7) 61-90 65.6 (10.1) 50-85
Scale
ADHD Index 73.8 (7.5) 55-83 64.1 (10.4) 48-80
Table 8
Descriptive statistics for the Strengths & Difficulties Questionnaire
Scale ADHD Mean ADHD Control Mean Control
(SD) Range (SD) Range
Conduct 4.8 (1.8) 2-8 4.8 (2.1) 2-9
Hyperactivity 8.4 (1.7) 5-10 6.4 (2.2) 4-10
Emotional 4.6 (2.9) 0-10 3.0 (2.5) 0-8
Peer problems 4.7 (2.5) 1-10 2.7 (2.3) 0-7
Pro-social* 6.3 (1.6) 3-10 6.9 (1.7) 5-10
Total
Difficulties 16.9 (4.3) 11-24 10.0 (5.8) 2-20
Distress to
family 2.1 (0.8) 0-3 1.6 (1.0) 0-3
* reversed scoring
210
Major Research Project
Table 9
Descriptive statistics for the Draw A Man Test
(n33) ADHD Mean 
(SD)
ADHD Range Control Mean 
(SD)
ADHD Range
Standard Score 96.1 (19.5) 63-142 96.2 (14.6) 78-129
Percentile Rank 43.2 (31.8) 1-99 40.9 (29.7) 7-97
The tables below show descriptive statistics for the children’s performance on the Family 
Drawing Test. The first table (table 10) presents categorisations into secure Versus 
insecure alongside the presence or absence of the 24 attachment markers. The second 
table (table 11) presents the descriptive statistics for the 7 global rating scales.
211
Major Research Project
Table 10
Descriptive statistics for the Family Drawing Test
n = 33 ADHD
n(n)
ADHD
%
Control
n(n)
Control
%
Classified secure (vs insecure) 6(11) 35% 6(10) 38%
Attachment markers present (vs absent) ADHD
present
ADHD
%
Control
present
Control
%
Lack o f individuation of family members 1 6% 2 13%
Arms positioned downward, close to body 2 12% 4 25%
Absence of background detail 13 76% 13 81%
Figures not grounded on page or imaginary surface 10 59% 7 44%
Incomplete figures 10 59% 6 38%
Figures positioned extremely close together 2 12% 4 25%
Figures separated by barriers 1 6% 0 0%
Unusually small figures 3 18% 4 25%
Unusually large figures 1 6% 0 0%
Figures positioned on comer of page 3 18% 1 6%
Exaggeration o f soft body parts 2 12% 1 6%
Exaggeration o f facial features 4 24% 3 19%
False starts / scratched out figures 6 35% 0 0%
Exaggeration o f  heads 5 29% 1 6%
Exaggeration o f arms/hands 6 35% 6 38%
Lack of colour in drawing 7 41% 6 38%
Complete omission of mother or child 7 41% 8 50%
Disguised family members 2 12% 1 6%
Mother figure not feminised 3 18% 3 19%
Males, females undifferentiated by gender 4 24% 5 31%
Mother far apart from child on page 4 24% 5 31%
Scrunched figures 2 12% 4 25%
Negative or neutral facial affect 6 35% 5 31%
Unusual signs/symbols/scenes 5 29% 5 31%
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Table 11
Descriptive statistics for the Family Drawing Test Global Rating Scales
Global Rating Scale ADHD Mean 
(SD)
ADHD
Range
Control Mean 
(SD)
Control
Range
Vitality/ Creativity 4.38(1.96) 1-7 4.53(1.95) 1-7
Family Pride/ 2.97(1.74) 1-6 4.38 (2.05) 1-7
Happiness
Vulnerability 5.21 (1.45) 2.5-7 4.22(1.83) 1-7
Emotional distance/ 4.0(1.13) 2-7 3.97 (0.72) 3-5.5
isolation
Tension / Anger 5.03 (1.37) 2.5-7 4.06(1.70) 2-7
Role-reversal 2.65 (0.82) 2-4 3.0 (1.83) 2-7
Bizarreness / 4.91(1.38) 3-7 3.69(1.63) 1-7
dissociation
Global Pathology 5.29(1.46) 3-7 4.16(1.65) 2-7
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Inter-rater reliability scores of the Family Drawing Test
Drawings were scored in two ways; for the presence or absence of 24 specific signs and 
on eight 7-point global rating scales. The two raters scored a minimum of twenty 
drawings each from Murray’s (2000) study to familiarise themselves with the scoring 
process and to ensure similar scoring criteria. Independently the principal researcher then 
scored all drawings for the study and the co-researcher scored a sample of twenty-five 
drawings. In addition all drawings were rated as either secure, insecure ‘A’ (avoidant), 
insecure ‘C’ (ambivalent) or insecure ‘D’ (disorganised) on the basis of the drawing signs 
and global rating scales by the principal researcher. Two drawings (one ADHD and one 
control) and their scoring can be found in appendix 14.
Of the 24 specific attachment signs the principal researcher and co-researcher agreed in 
544 of 600 ratings (90.6%). Correlations between raters were calculated for the 24 
specific drawing signs, correlations ranged from r=-0.74 to r=1.0 (p<0.01) (see appendix 
15 for all correlations). The correlation between the two raters for the total number of 
specific attachment signs was r=0.836 (p<0.01). All discrepancies on checklist signs 
were resolved by conferencing.
Reliabilities for the global rating scales were calculated using Pearson Correlations. 
These ranged from r=0.668 to r=1.0 (p<0.01) and are presented below in Table 12. 
Discrepancies of one point were resolved by averaging the two scores. Larger 
discrepancies were resolved by conferencing between the two raters. Only conferenced 
scores for both specific signs and global rating scales were used in subsequent analyses.
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Table 12
Inter-rater reliability scores for Global Rating Scales
Global Rating Scales Pearson r*
Vitality/Creativity 0.926
Family Pride/Happiness 0.92
Vulnerability 0.893
Emotional Distance/Isolation 0.668
Tension/Anger 0.737
Role-Reversal 1.0
Bizarreness/Dissociation 0.783
Global Pathology 0.88
*A11 correlations were significant at the 0.01 level.
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Analysis of the two samples comparability
This section details the comparability of the two samples measured by the Strengths and 
Difficulties Questionnaire and the Draw A Man Test.
Strengths and Difficulties Questionnaire
The Strengths and Difficulties Questionnaire was used to assess whether the two groups 
had similar levels of behavioural difficulties present, therefore making the groups 
comparable.
The Kolgorov-Smimov test for normality of distribution on the Strengths and Difficulties 
variables used indicates that one of the variables deviate significantly from a normal 
distribution; total level of difficulties (appendix 12). Also when reviewing the histograms 
it was clear that there was some deviation from the normal distribution. Therefore, due to 
these deviations from the normal distribution and the small sample size non-parametric 
tests were used.
Mann-Whitney U tests were conducted to compare the two groups’ scores on the 
Strengths and Difficulties Questionnaire. Table 13 shows the Mann Whitney U Z values.
Table 13
Effect of ADHD diagnosis on Strengths and Difficulties Questionnaire
ADHD Control
Scale Mean SD Mean SD Z value df P<
Conduct problems 4.8 1.8 4.8 2.1 -0.013 30 0.897
Hyperactivity 8.4 1.7 6.4 2.2 -2.64 30 0.008*
Emotional symptoms 4.6 2.9 3.0 2.5 -1.61 30 0.110
Peer problems 4.7 2.5 2.7 2.3 -2.22 30 0.026*
Pro-social behaviour 6.3 1.6 6.9 1.7 -0.811 30 0.445
Total difficulties 16.9 4.3 10.0 5.8 -3.14 30 0.001*
Total difficulties
(excluding hyperactivity)
8.4 4.5 4.5 4.1 -1.91 30 0.060
* Significant at 0.05
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The children in the ADHD group did not differ significantly from the children in the 
control group with their level of conduct problems, emotional symptoms, peer problems 
and pro-social behaviour. The two groups did differ significantly in their levels of 
hyperactivity and total level of difficulties. It would be expected that the ADHD group 
would experience higher levels of hyperactivity than the control group and that this would 
impact on the total level of difficulties. Therefore a revised total level of difficulties was 
calculated, excluding the hyperactivity scores. There was no significant difference 
between the two groups on the revised total level of difficulties. Both groups experience 
similar levels of behaviour difficulties, making the groups comparable for the Family 
Drawing Test attachment measure.
Draw A Man Test
The Draw a Man Test was used to assess whether the drawing ability of the control group 
children was similar to the drawing ability of the group of children with an ADHD 
diagnosis.
The Kolgorov-Smimov test for normality of distribution on the Draw a Man test variable 
used indicates that the variable does not deviate significantly from a normal distribution 
(appendix 12). Although the variable was not significantly different from the normal 
distribution, when reviewing a histogram it was clear that there was some deviation from 
the normal distribution. Therefore, due to this deviation from the normal distribution and 
the small sample size a non-parametric test was used.
A Mann Whitney U test was carried out to compare the drawing ability of the two groups 
as measured by the Draw A Man Test. The mean standard drawing score for the ADHD 
group (96.1, SD 19.5) was compared to the mean standard drawing score for the control 
group (96.2, SD 14.6); Z= -0.018, df=31, p= 0.986. The children’s drawing ability in the 
ADHD group did not differ significantly from the drawing ability of the children in the 
control group. Therefore the two groups are comparable on the Family Drawing Test 
attachment measure which relies on drawing ability.
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Examining the Conners’ Questionnaire
The Conners’ Questionnaire was used to compare the ADHD group with the control 
group on typical symptoms of ADHD. It was expected that the ADHD group would 
achieve higher scores than the control group on the ADHD Index derived from this 
questionnaire.
The Kolgorov-Smimov test for normality of distribution on the Conners’ Questionnaire 
variables used indicates that two of the variables deviate significantly from a normal 
distribution; Hyperactivity Scale and ADHD Index (appendix 12). Also when reviewing 
the histograms it was clear that there was some deviation from the normal distribution. 
Therefore, due to these deviations from the normal distribution and the small sample size 
non-parametric tests were used.
Mann-Whitney U tests were conducted to compare the two groups scores on the Conners’ 
Questionnaire, Z scores are displayed in table 14.
Table 14
Effect of ADHD diagnosis on Conners’ Questionnaire
ADHD Control
Scale / Index Mean SD Mean SD Z value df P<
Oppositional 77.3 9.2 72.8 10.3 -1.55 30 0.128
Inattention 70.6 9.5 64.7 10.6 -1.61 30 0.110
Hyperactivity 80.4 8.7 65.6 10.1 -3.48 30 0.000*
ADHD Index 73.8 7.5 64.1 10.4 -2.74 30 0.005*
* Significant at 0.05
The children in the ADHD group did differ significantly from the control group children 
on the hyperactivity scale and ADHD Index on the Conners’ Questionnaire. There was 
no significant difference between the two groups on the Inattention Scale and 
Oppositional Scale.
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Relationship of Insecure Attachment to ADHD
This section of the analysis tests the main hypothesis -  the attachment relationships of 
those children with a diagnosis of ADHD will be characterised by greater insecurity 
compared to children with behaviour difficulties.
a. Security score derived from checklist of specific markers
A security score was calculated for each child using the formula below:
Total no. of signs f24) -  no. of signs present 
Total no. of signs (24)
Therefore if a child had no specific markers present their security score would equal 1, 
the nearer the score to 1 the more their attachment relationships were characterised by 
security.
A Mann Whitney U test was conducted to evaluate the hypothesis that children with 
ADHD would score lower than children in the control group. The mean security score for 
children with ADHD (M 0.73, SD 0.11) was compared to the mean score for children in 
the control group (M 0.75, SD 0.11); Z=1.033, df=31, p=0.309. There was no significant 
difference between the two groups for mean security scores.
A further calculation was completed to assess whether this non-significant result was due 
to the sample size or lack of effect size. The observed power for this variable was 0.102. 
The effect size calculated was 0.24, with alpha at 0.05 and power 0.8, this effect size 
would become significant if n was 432.
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b. Global rating scales
Mann Whitney U tests were carried out for each global rating scale to compare the mean 
scores for children with ADHD to the mean scores for children in the control group. 
Table 15 below shows the results of these analyses, alongside the observed power for 
each variable.
Table 15
Mann Whitney U calculations for global rating scales
Global rating scale
ADHD 
M SD
Control 
M SD z df P Observed
Power
Vitality / Creativity 4.38 1.96 4.53 1.95 0.145 31 0.901 0.055
Family Pride / Happiness 2.97 1.74 4.38 2.05 2.0 31 0.049* 0.542
Vulnerability 5.21 1.45 4.22 1.83 1.598 31 0.118 0.387
Emotional Distance / 4.0 1.13 3.97 0.72 0.38 31 0.986 0.051
Isolation
Tension / Anger 5.03 1.37 4.06 1.70 1.726 31 0.087 0.415
Role Reversal 2.65 0.82 3.0 1.83 0.184 16 0.897 0.080
Bizarreness / Dissociation 4.91 1.38 3.69 1.63 2.066 31 0.041* 0.617
Global Pathology 5.29 1.46 4.16 1.65 2.038 31 0.045* 0.531
* significant at 0.05
Significant differences were found between the two groups for the global rating scales of 
Family Pride / Happiness, Bizarreness / Dissociation and Global Pathology. No 
significant difference was found between the ADHD group and the control group for a 
number of the global rating scale variables (Vitality / Creativity, Vulnerability, Emotional 
Distance / Isolation, Tension / Anger and Role Reversal. Further calculations were 
completed to assess whether these non-significant results were due to the sample size or 
lack of effect size. The results of these calculations can be found in appendix 16.
220
Major Research Project
c. Total secure / insecure attachment styles for each group
The frequencies of secure versus insecure attachment for the two groups were calculated 
and are presented in Table 16 below.
Table 16
Frequencies of secure versus insecure attachment
Security ADHD Group n ADHD 
Group %
Control Group 
n
Control 
Group %
Secure 6 33% 10 63%
Insecure 11 67% 6 37%
The frequencies indicate that a larger proportion of the ADHD sample (67%) was 
insecurely attached than the control group sample (37%). A two-way contingency 
analysis was conducted to evaluate whether these frequencies were statistically 
significant. ADHD diagnosis and security were not found to be significantly related 
(Pearson x2 (1, N = 33) = 2.44, p= 0.169).
Conclusion
There is some support for the hypothesis that the attachment relationships of those 
children with a diagnosis of ADHD will be characterised by greater insecurity compared 
to children with behaviour difficulties. The results indicate that three of the global 
variables from the Family Drawing Test (Family Pride / Happiness, Bizarreness / 
Dissociation and Global Pathology) are significantly related to ADHD diagnosis. The 
drawings of the children with a diagnosis of ADHD were rated as less happy and less 
depictive of family pride, more bizarre and more containing of global pathology 
indicating insecure attachment than those drawings from the control group children. Two 
other global variables (Vulnerability and Tension / Anger) although not significantly 
different between the two groups also showed a general trend towards supporting the 
hypothesis. The drawings of the children from the ADHD group were rated as more
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vulnerable and more tense / angry than the drawings from the children in the control 
group.
There was no significant difference between the two groups in the overall classification of 
secure versus insecure attachment style. Although a trend was observed, in that more of 
the ADHD sample were classified as insecure and more of the control sample were 
classified as secure.
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Relationship of specific attachment styles to ADHD
This section of the analysis will examine whether particular insecure attachment patterns 
were more prevalent in children with ADHD than the control group children. Due to the 
small sample size no inferential statistics were completed. Instead frequencies are 
reported in table 17 below.
Table 17
Attachment patterns
Attachment ADHD ADHD group Control Control group
Pattern group (n) proportion (%) group (n) proportion (%)
Insecure - 1 6% 1 6%
avoidant (A)
Secure (B) 6 35% 10 63%
Insecure - 3 18% 3 19%
ambivalent (C)
Insecure - 7 41% 2 12%
Disorganised (D)
The frequencies indicate that the most common insecure attachment pattern for the 
children in the ADHD group is 6D’; disorganised. It is not possible to state which 
insecure attachment pattern is more prevalent in the control group sample, as only six 
children were classified as insecurely attached across the three categories.
Conclusion
It is not possible to draw any firm conclusions from the data regarding patterns of 
insecure attachments in the control group Versus ADHD group due to the small sample 
size. It appears that there is some initial support for the hypothesis proposed that children 
with a diagnosis of ADHD are more likely to have a disorganised pattern of attachment.
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D I S C U S S I O N
Summary of Findings
The main hypothesis under investigation in this study predicted that the attachment 
relationships of boys with a diagnosis of ADHD would be characterised by greater 
insecurity than the attachment relationships of boys with behaviour difficulties in the 
control group. The main significant finding was that some support was found for a 
relationship between insecure attachment relations and ADHD diagnosis. Children 
whose drawings were rated as less happy, more bizarre and generally more negative were 
significantly more likely to be in the ADHD group than the control group.
The Global Rating Scale of Family Pride / Happiness aims to capture the extent to which 
the child feels supported by and included in their family group. This rating scale is an 
overall measure of security. Drawings belonging to children in the ADHD group were 
overall rated significantly lower on this scale; indicating less attachment security than the 
drawings of the children in the control group (see appendix 17 for examples of high 
versus low family pride in drawings).
The Global Rating Scale of Bizarreness / Dissociation addresses underlying resentment 
and disorganisation in the child. This rating scale is an overall measure of disorganised 
attachment style. Drawings belonging to children in the ADHD group were rated 
significantly higher on this scale than drawings belonging to children in the control 
group; indicating higher levels of disorganised attachment style (see appendix 18 for 
examples of high versus low bizarreness in drawings).
The Global Rating Scale of Global Pathology is intended to capture the overall degree of 
negativity and the “mood” in the drawing. This scale is an overall measure of attachment 
insecurity. Drawings belonging to children in the ADHD group were rated as 
significantly higher on this scale than drawings belonging to children in the control 
group; indicating higher levels of insecure attachment styles (see appendix 19 for 
examples of high versus low Global Pathology in drawings).
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The above three global rating scales supported the hypothesis that children with a 
diagnosis of ADHD are more likely to have attachment styles characterised by greater 
insecurity than those in the control group. However, no significant differences were 
found between the two groups on scoring using the specific markers security score and 
overall rating of the drawing as secure versus insecure. A number of other global rating 
scales were also not found to be significantly different depending on group. This conflict 
in the results therefore limits the firm conclusions that can be drawn from the study.
The two groups were not found to be significantly different on a number of the indices of 
attachment. Therefore both boys with a diagnosis of ADHD and boys with behaviour 
difficulties in school did not differ significantly in their attachment styles. This lack of 
difference may have been due to the methodological limitations of the study (as discussed 
below), such as small sample size, the influence of behaviour on test performance and the 
lack of discrimination for some of the specific drawing signs on the Family Drawing Test.
The absence of any difference between the two groups’ attachment styles may relate to 
the difficulties encountered in distinguishing between the two groups. The two groups 
had similar levels of behaviour difficulties according to the Strengths and Difficulties 
Questionnaire and similar levels of oppositional behaviour and inattention according to 
the Conners Questionnaire. It may be that fundamentally the two groups were actually 
part of the same sample of boys aged 6-10 years, some of which had been diagnosed with 
ADHD and some of which had not. The symptoms of ADHD can be seen on a 
continuum and DSM-IV provides that cut off point for this continuum. It was not 
possible to screen the boys in the control sample for ADHD and therefore exclude them 
from the study. Therefore it may be that is the control group some of the boys would 
have met the diagnostic criteria for ADHD. It would be useful for future research to 
focus on excluding boys potentially with ADHD from the control group; alternatively 
children could be allocated to research group based on their Conners’ score independent 
of psychiatric diagnosis.
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These findings provide some support for the importance of attachment in children with 
ADHD, as previous research has demonstrated (Clarke et al., 2002; Haddad & Garralda, 
1992; Ladnier & Massanari, 2000; Stiefel, 1997). Attachment patterns learnt in the early 
years of childhood appear to have some relationship with the psychopathology of ADHD. 
It may be that an insecure child-parent attachment causes difficulties in the child’s ability 
to self-regulate; subsequently this is expressed as symptoms of ADHD.
The findings of the study do not directly support or contradict part one of Ladnier & 
Massanari’s (2000) developmental model regarding the development of ADHD; that 
bonding breaks cause attachment deficits. The current study did not directly investigate 
whether there was a higher incidence of events / situations which would cause bonding 
breaks in the early years of children with a diagnosis of ADHD compared to children in 
the control group. A number of parents reported through the demographics questionnaire 
that their child had experienced difficult life events. In the ADHD group between birth 
and thirty-six months of age two children had experienced their parents separating, two 
children were bereaved of their maternal grandmother, one child had a fractured skull and 
one child had a hole in the heart. In the control group for the same time period three 
children had experienced the separation of their parents and one child was bereaved of 
their grandfather. These experiences could potentially cause breaks in bonding as 
Ladnier & Massanari discusses. It would be useful for future research to follow up this 
theory by comparing an ADHD sample to a non-clinical sample for incidence of the types 
of experiences identified as causal of breaks in bonding.
The second part of Ladnier & Massanari’s model that attachment deficits lead to 
symptoms of ADHD has limited support from the findings of the current study. Children 
with a diagnosis of ADHD were rated as more insecurely attached on three global rating 
scales than their peers with behavioural difficulties but not ADHD. It is possible that the 
child’s insecure attachment relationship has interfered with their neurological 
development, and this is then reflected in behavioural and emotional difficulties (ADHD).
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The second, more exploratory hypothesis in this study predicted that particular insecure 
attachment styles (disorganised and ambivalent) would be more prevalent in the children 
with a diagnosis of ADHD than the control group children with insecure attachment 
styles. The study was not able to answer this question fully due to the limited sample 
size. The results did indicate that the most common insecure attachment style within the 
insecurely attached children with a diagnosis of ADHD was ‘D’, disorganised. This 
preliminary finding supports Lieberman & Pawl’s theory that the impulsivity, 
hyperactivity, oppositionality and recklessness may be a defensive adaptation within the 
context of the disorganised attachment relationship.
The findings of the study should be treated cautiously for a number of reasons as 
discussed below.
Methodological Limitations
Small Sample Size
A number of recruitment difficulties were experienced during the completion of this study 
which subsequently resulted in a smaller sample size being obtained than was planned 
from the initial power analysis. The total sample size was 33, while the initial power 
analysis indicated a total sample of 42 was required. It is recognised that for analyses that 
present non-significant results with a small number of participants the effect size and the 
power of the statistical test, alongside the p value should be reported, so the result may be 
fully interpreted (Baer & Ahem, 1993; Clark-Carter, 2003). These calculations for this 
study have allowed the conclusion to be drawn that the non-significant results are more 
likely to be due to the lack of effect size, rather than the small sample size. However, one 
must still be cautious about the generalisability of these findings, as they are based on a 
small sample.
Other Sample Limitations
The sample included boys only, due to the predominance of ADHD in boys. Therefore 
the findings of this study are not generalisable to girls with a diagnosis of ADHD or girls
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with behaviour problems. Replication of the study with a sample of girls is therefore 
essential.
The boys in the ADHD group may not have been representative of children with ADHD 
generally. The boys did represent those referred to tier three child and adolescent mental 
health services (CAMHS), boys whose parents attend an ADHD support group and boys 
with ADHD in primary schools. The nature of the research study meant the group was 
likely to contain boys with proactive and organised parents who completed the correct 
forms and returned them to the researcher. It was of value that not all boys were recruited 
from tier three CAMHS, as often input at this level relates to more complex difficulties; 
possibly attachment and family relationship concerns.
It would have been useful to include a third group of participants in the research study. 
This group would have been “normal” six to ten year old boys with no behaviour 
difficulties or psychological concerns. This option was considered at the design stage of 
this study, however due to time and resource constraints it was not possible to use three 
groups. It was also felt that Clarke et al.’s study had established that there was a 
significant difference in attachment relationships between children with a diagnosis of 
ADHD and “normal” children. On reflection, it has not been established whether there is 
a difference between “normal” children and children with behaviour difficulties but no 
ADHD diagnosis. It is important for this to be examined in the future.
Influence o f Behaviour on Test Performance
An important methodological issue to consider is whether there is a relation between the 
child’s behaviour difficulties and their test performance (Speltz, DeKlyen, Calderon, 
Greenberg & Fisher (1999). Lynam, Mofitt & Stouthamer-Loeber (1993) carried out a 
study examining the contribution of behaviour difficulties to test performance. They 
found that the severity of behaviour difficulties was positively related to full-scale, verbal 
and performance IQ. It is possible that the child’s hyperactivity, inattention and 
impulsivity may have impacted on their test performance (drawing ability) and therefore
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the findings of the study. The Draw A Man Test examined the drawing ability of the two 
groups and no significant difference was found between the two groups. It therefore is 
unlikely that the ADHD symptomatology impacted on the test performance of those 
children with a diagnosis of ADHD. In the current study, given that both groups of 
children had similar levels of behaviour difficulties (as judged by the Strengths and 
Difficulties Questionnaire) it is likely that behaviour would have influenced both groups 
in a similar way. The current study was designed to be brief and child friendly due to the 
nature of the children being tested. No child refused to complete the drawing tasks for 
this study.
Family Drawing Test
The Family Drawing Test was a successful and child friendly way of exploring family 
relationships with boys in the study. All 33 boys completed the drawing task willingly. 
The good inter-rater reliability scores indicate that the two raters were able to score the 
drawings independently with very similar outcomes.
There were however a number of limitations in the use of the Family Drawing Test. A 
number of individual drawing signs did not seem discriminative. The drawing sign "lack 
of background detail or real world elements” was scored as present on the majority of 
drawings in the sample (79%). It was also noted that many of the children in both groups 
omitted themselves from the drawing of their family (39%). Many children during the 
drawing task asked the researcher whether they should include themselves in the drawing. 
The researcher always remained neutral and advised the children that it was their decision 
who to include in the drawing. The omissions of the self then made it impossible to score 
the Role Reversal Global Scale; which is dependent on the relationship between the child 
and parents in the drawing. These findings are consistent with Murray’s (2000) study 
also conducted on a British population of children. He found that 51% of children did not 
include themselves in their drawing. All other research studies using the Family Drawing 
Test have been carried out on American or Australian populations of children. Fury et 
al.’s American study (1997) reported that only 8% of their sample omitted the self or
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mother from the drawing; therefore making it a discriminative marker of attachment 
insecurity. It may be that cultural differences between America and Britain have 
influenced some aspects of the drawing task and subsequent scoring system. It would be 
useful to complete a study comparing the family drawings of children from America and 
Britain to investigate this hypothesis.
Conners’Questionnaire
The results highlighted that there was no significant difference between the two groups on 
the Conners’ Questionnaire completed by parents / guardians about their child’s 
behaviour for the Inattention and Oppositional Scales. It is somewhat surprising that a 
group of children with clinical diagnoses of ADHD did not appear to show more elevated 
scores than children without a clinical diagnosis of ADHD on the Inattention Subscale. 
This subscale is designed to highlight problems concentrating on tasks that require 
sustained mental effort. This lack of difference between the two groups may have been 
for a number of reasons:
1. All the children in the ADHD group had or were attending Child and Adolescent 
Mental Health Services for assessment, diagnosis and subsequent management of their 
ADHD. In contrast, the control group which was recruited via. schools were 
experiencing behaviour difficulties but not receiving any formal management advice from 
health services, although some families were receiving support from education services. 
Therefore this may have lowered the scores of the children in the ADHD group and 
increased the scores of the control group children on the Conners’ Questionnaire.
2. The children in the control group may actually have met the diagnostic criteria 
for ADHD. It was not possible for children in the control group to be formally assessed 
for ADHD and therefore have the possibility of this diagnosis excluded. It was 
anticipated that the Conners’ Questionnaire would highlight those individuals where 
ADHD was a distinct possibility. However the majority of the control group (70%) 
achieved scores on the Conners’ ADHD index indicating significant problems.
230
Major Research Project
3. The Conners’ Questionnaire is recognised as an excellent measure for 
differentiating between children with a diagnosis of ADHD and "normal" children with 
no clinical difficulties. It may be that the Conners’ Questionnaire is less useful in 
differentiating between children with a diagnosis of ADHD and those children with 
behaviour difficulties. Many of the symptoms a child with ADHD experiences are 
similar to those that a child with behaviour difficulties experience, for example “does not 
follow through on instructions and fails to finish schoolwork”. The Conners’ 
Questionnaire is highly subjective and impressionistic, Carey (1999) speculates that the 
scales of this nature probably measure caregiver discomfort as much as they measure the 
behaviour of the child. The scale is highly dependent on parent’s interpretation of the 
terms "pretty much true” or "just a little true” (Barnes, Cerriot & Levi, 2003). 
Interestingly, the questionnaire did find a difference between the two groups on the 
Hyperactivity Scale. It appears that symptoms of hyperactivity are the differentiating 
factor between these two groups.
4. There is currently controversy regarding the existence of ADHD as a diagnostic 
entity. Halasz & Vance (2002) report that “ADHD is currently an unsatisfactory umbrella 
term applied to children with widely differing temperaments and functional problems at 
home, school and social settings, but sharing certain core features: poor impulse control, 
motor over activity and limited sustained attention span.” It seems a distinct possibility 
that the children in both the control group and the children in the ADHD group share 
these core features (as highlighted on the Conners’ Questionnaire) and both could fit 
under the umbrella term. Searight & McLaren (1998) report that ADHD should be 
regarded as a continuum rather than category. They report that a number of ADHD 
behaviours occur in high frequency in the general population. There is a continuous 
distribution of impulsivity and distractibility in the population as a whole and this 
therefore compromises the use of the categorical model. Rating scales such as the 
Conners’ Questionnaire reflect the continuum concept of ADHD and therefore there will
231
Major Research Project
be an overlap between nonclinic children and those with ADHD or more symptoms of 
distractibility, impulsivity and hyperactivity.
Clinical Implications
The focus of this study has been on insecure attachment relationships as a possible 
aetiological pathway to ADHD, this does not preclude other possible aetiological links. 
The findings of this study have implications clinically for both the assessment and 
treatment of ADHD in the field. The findings of this study indicate some support for a 
relationship between attachment insecurity and ADHD. Therefore, it is important for the 
quality of attachment with primary caregivers to be assessed when children present with 
symptoms of ADHD to Child and Adolescent Services. The assessment procedures could 
incorporate the Family Drawing Test as a useful measure of attachment in children aged 6 
to 10 years.
It is essential that in the treatment of ADHD a more systemic focus develops; therefore 
considering the relationship between the caregivers and the child. The NICE Guidelines 
(2000) state that “Methylphenidate is recommended for use as part of a comprehensive 
treatment programme for children with a diagnosis of severe ADHD or HKD.” A 
comprehensive treatment programme should therefore consider the wider systems of 
family and education.
Clinicians treating boys with ADHD should therefore include a focus on the attachment 
relationship between parent and child. Techniques which increase the parent’s warmth, 
attunement, perspective taking, positive emotional involvement and enjoyment are likely 
to be beneficial (Steifel, 1997). It may be useful to combine these techniques with 
behavioural strategies such as limit-setting, consistency and praise; this may improve the 
quality of the social-emotional relationship between parent and child.
The attachment style of a child develops in the early years of childhood, therefore when 
considering treatment strategies early intervention would seem pertinent. This would
232
Major Research Project
prevent interactional patterns becoming entrenched. If stressors in the parent-child 
relationship or barriers to attachment between the parent and child are identified early and 
appropriate interventions delivered, deficits in attachment may not arise and subsequently 
the emotional and behavioural symptoms of ADHD may not emerge. Webster-Stratton’s 
(1998) study (as cited in Golding, 2000) suggests that treatment needs to focus on 
relationship building, communication skills and affect management in order that parents 
and children can learn new working models of one another. The British Government has 
implemented a strategy of early intervention in areas of social deprivation to tackle social 
exclusion, called the Sure Start Programme (White, Agnew & Verduyn, 2002). Clinical 
psychologists and other mental health professionals working in these programmes are 
well placed to identify children at risk from insecure attachment relationships and 
implement treatment strategies to address these relationship patterns.
For the older child where an insecure attachment relationship is identified, treatment 
needs to incorporate relationship building components. It is possible for insecure patterns 
of attachment to change (Karen, 1994). Stiefel (1997) highlights the importance of 
treatment plans addressing external stressors that may impact on the parent-child 
relationship. These stressors may include marital conflict, substance abuse, parental 
mental health problems or domestic violence. The emphasis needs to move towards a 
comprehensive and extensive assessment of the family to inform formulation and 
treatment of the child with a diagnosis of ADHD and their family.
It is also important to consider the clinical implications of this research study for the 
control group; boys with behaviour difficulties, but not ADHD. A number of boys (6) in 
the control group were rated as insecurely attached. It may be that their attachment 
histories played an aetiological role in the development of their behaviour difficulties. It 
may be of note that three of these boys were rated as experiencing significant problems 
on the Hyperactivity Scale and the ADHD Index of the Conners’ Questionnaire; 
indicating the possibility of a problem such as ADHD. As it was not possible to exclude 
the possibility of ADHD in the control sample, it is feasible that these boys may fulfil the
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diagnostic criteria for ADHD. Whether these individuals and others are seen to meet the 
diagnostic criteria or not, it would seem important for both schools and Behaviour 
Support Teams to consider insecure attachment styles when working with boys with 
behaviour difficulties and their families. If such difficulties are raised as a concern, a 
referral to CAMHS would be the most appropriate course of action.
Directions for future research
A number of directions for future research have been highlighted. This study was not 
able to contribute to questions around the mechanisms that may relate attachment 
insecurity to boys with ADHD or behaviour difficulties. It is not clear whether the 
mother’s early relationship with her child contributes to the development of behaviour 
difficulties or if the child’s temperament and difficult behaviours lead to a disturbance of 
interactions. As discussed earlier, a study comparing the incidence of experiences in 
early childhood that may cause a ‘bonding break’ (Ladnier & Massanari, 2000) between 
children with a diagnosis of ADHD and healthy normal controls would contribute to this 
discussion.
The use of the Family Drawing Test in the current study was largely considered 
successful. However, it was noted that two individual markers were not particularly 
discriminative. This finding was consistent with that of Murray (2000) who also used a 
British sample. It would therefore be useful for a comparison study to be completed of 
American and British samples to establish whether scoring needs to be more culturally 
specific.
It would be useful for the current research study to be replicated with consideration given 
to the current study’s sample limitations. This would mean inclusion of a third group of 
healthy normal controls, inclusion of girls in both the clinical and control groups, and 
overall a larger sample size. These inclusions would present a number of practical 
challenges to the researcher. The inclusion of a substantial number of girls in the ADHD 
group would be difficult to achieve within the geographical area of the study, due to the
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limited number of girls with an ADHD diagnosis. The expansion of the geographical 
area would then have the knock-on effect of introducing a further variable of socio­
economic variability within the sample. All of the above inclusions involve an increase 
in the sample size, such an increase is practically difficult. Consent for the research study 
is voluntary and therefore involvement is mainly altruistic. It is also important to 
continue to exclude co-morbidities such as Autistic Spectrum Disorder. The researcher 
noted during the recruitment for the current study that a large number of individuals with 
an ADHD diagnosis could not be approached due to having a co-morbid diagnosis of 
Asperger’s Syndrome. Alternative recruitment routes would need to be explored if an 
increase in participants maintaining the current inclusion and exclusion criteria was to be 
achieved. A greater number of participants would also mean that multiple co-researchers 
would need to be used to collect the data. The use of multiple-researchers may have a 
potential impact on the responses of the children and families.
Conclusion
This study has contributed to the emerging literature base examining the relationship 
between ADHD and insecure attachment. Previous research has identified that ADHD is 
associated with insecure attachment and that attachment deficits can play a role in the 
aetiology of ADHD. Previous research has focused on comparisons between children 
with ADHD and normal healthy controls. The current study aimed to extend these 
comparisons to children with behaviour difficulties but not ADHD. The study has shown 
some support for the attachment relationships of children with ADHD being characterised 
by greater insecurity than those with behaviour difficulties. Further research is needed to 
continue to investigate this possible link so that advances in both clinical assessment and 
treatment can be made.
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Local Research Ethics 
Committee
22 A ugust 2003
Ms J S teer
Departm ent Of Psychology 
University of Surrey  
Guildford 
Surrer
Dear Ms S teer
Is attention deficit hyperactivity disorder really associated with attachment 
insecurity?
Thank you for your letter dated the 6th August 2003  concerning the above study. Your 
letter has addressed the points raised by the com m ittee and w e are happy to give  
final approval for this project to proceed.
Depending upon th e  final location of this study it may well be that the current 
approval would be applicable. When the location has been determ ined, I would 
recom m end you to  contact the com m ittee in order to clarify this. You could also  
inform the com m ittee of the nam e of the supervisor at th is tim e.
We look forward to hearing from you.
Yours sincerely
V ice  C h a ir /C lin ica l S e c r e ta r y
W a n d sw o r th  Local R e se a r c h  E th ics C o m m ittee
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Uni
Ethics Committee
04 Septem ber 2003 
Ms J Steer
Department of Psychology 
School of Human Sciences
Dear Ms Steer
Is attention deficit hyperactivity disorder realty associated with attachment 
Insecurity in bovs? -  ACE/2003/84/Psvch -  Fast Track
I am writing to inform you that the Ethics Committee has considered the above protocol 
(and the subsequent information supplied) under its ‘Fast Track’ procedure and has 
approved it on the understanding that the Ethical Guidelines for Teaching and Research 
are observed. For your information, and future reference, these Guidelines can be 
downloaded from the Committee’s website at http://www.surrey.ac.uk/Surrey/ACE/.
This letter of approval relates only to the study specified in your research protocol 
(ACE/2003/84/Psych -  Fast Track). The Committee should be notified of any changes to 
the proposal, any adverse reactions, and if the study is terminated earlier than expected, 
with reasons.
Date of approval by the Ethics Committee: 04 Septem ber 2003
Date of expiry of approval by the Ethics Committee: 03 Septem ber 2008
Please inform me when the research has been completed.
Yours sincerely
Catherine Ash bee (Mrs)
Secretary, University Ethics Committee 
Registry
cc: Professor Perms, Chairman, Ethics Committee
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Appendix 3 
A Priori Power Analysis
Power Analysis conducted using G*Power (Erdfelder, et al, 1996).
Effect size d = 0.8*
Alpha = 0.05
Power = 0.8
Groups = 2 
Total sample = 42
* A large effect size (d) was chosen based on the effect size conventions for comparisons 
between groups / t-test analysis (Cohen, 1988, as cited in Clark-Carter, 2003). The effect 
size is also based on the previous research study by Clarke et al. (2002).
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DEMOGRAPHICS QUESTIONNAIRE
Child Identification Number
1. Child’s age (please state years and months)_____________ __________________
2. Child’s ethnic group (please circle as appropriate)
If the child is descendedfrom more than one ethnic or racial group, please circle the group to which you consider they 
belong, or circle the ‘any other ethnic group ' ancestry in the space provided.
White Black-Caribbean Black-African
Black-other (please describe)_________  Indian
Pakistani Bangladeshi Chinese
Any other ethnic group (please describe)_____________ _______ ____________________________
3. What is your relationship to the child for whom you are completing this form?
4. Parental employment (please state current positions of employment, for example 
Plumber, Unemployed, Houseparent)
Mother’s employment___________________ ______
Father’s employment____________________ ______ _____________________
5. Who lives at home with your child? (Please detail who currently lives in the same 
home as your child).
6. Are there other members of your child’s close family who do not live in the same 
house, as your child? If so, please detail below.
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7. Has your child experienced any difficult life events? For example parental 
separation or divorce, serious medical conditions, bereavements of close family 
members of friends? If so, please give brief details below and state how old your 
child was at the time of thé event
8. How would you rate your relationships with your parents when you were a child? 
(Please circle as appropriate)
Relationship with mother Good Average Difficult
Relationship with father Good Average Difficult
Thank you very much for completing this questionnaire.
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Centre Number
Study Number PF 168
Child’s Identification Number
Dear
INVITATION TO PARTICIPATE IN A CLINICAL RESEARCH STUDY
Title of Project Understanding Attention Deficit Hyperactivity Disorder and
Relationships in Boys
Name of Researcher Joanne Steer
As you know your child is attending the Child and Adolescent Mental Health Service at 
the **** Clinic. As part of our continuing effort to improve the service provided, we are 
carrying out a study to investigate whether there is a relationship between Attention 
Deficit Hyperactivity Disorder and the different ways in which children make 
relationships. I would like to ask if you would be willing to give permission for your 
child to take part in this study, to help us do this.
I have enclosed an information sheet, which explains in more detail about the study, and a 
consent form for you to sign if you are happy for your child to take part. I would be 
grateful if you could return the signed consent form in the envelope provided if you agree.
If you have any further questions about the study, do not hesitate to contact me at the 
**** clinic.
Yours sincerely
Joanne Steer
Trainee Clinical Psychologist
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Centre Number:
Study Number: PF 168
PARENT INFORMATION SHEET
(l8t May 2003; Version 1)
Title of Project:
Understanding Attention Deficit Hyperactivity Disorder and Relationships in Boys
Name of Researcher: Joanne Steer
You and your child are invited to take part in a research study. Before you decide to take part, it 
is important for you to understand why the research is being done and what it will involve. Please 
take time to read the following information carefully and discuss it with friends, family and your 
GP if you wish. Ask if there is anything that is not clear or if you would like more information. 
Take time to decide whether or not you wish to take part before returning the consent form.
Thank you for reading this.
Background to the study
Recent research has suggested a link between the way children make relationships and Attention 
Deficit Hyperactivity Disorder. It is thought that a child forms a certain style of attachment in 
their early years and that specific styles may be associated with Attention Deficit Hyperactivity 
Disorder. The aim of this study is to explore whether there is a relationship between a child’s 
attachment style and the development of Attention Deficit Hyperactivity Disorder. If such a 
relationship is discovered, then this will enhance our understanding of the factors that can lead to 
Attention Deficit Hyperactivity Disorder and may help to improve the treatment of Attention 
Deficit Hyperactivity Disorder.
WHAT DO WE HAVE TO DO?
PARENT I GUARDIAN
• Read this information sheet
e Discuss the research with your son
• Sign the fo v w it
• Complete a Conner's Parent Rating Scale and Strengths & 
Difficulties Questionnaire about your son’s behaviour.
• Complete a short demographics questionnaire, this asks for 
information such as who lives in your household.
CHILD
• Discuss the research with a parent I guardian
e Meet with the researcher for about 20 minutes, 
e Tell the researcher that they are happy to take part in the study.
• Draw a picture of a person.
• Draw a picture of their family.
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Why has my child been chosen?
Your child has been referred to the Child and Adolescent Mental Health Service and given a 
diagnosis of Attention Deficit Hyperactivity Disorder. All children with this diagnosis at this 
service between July 2003 and May 2004 are being asked to take part
Does mv child have to take part?
It is up to you to decide whether or not to take part. If you do decide to take part you will be 
given this information sheet to keep and asked to sign a consent form. If you do decide to take 
part you are still free to withdraw at any time and without giving a reason. A decision to 
withdraw at any time, or a decision not to take part, will not affect the standard of care your child 
receives at the **** Clinic or elsewhere.
What will happen if mv child takes part?
You will be asked to read and sign a consent form. You will then be asked to complete three 
questionnaires related to your child’s current emotions and behaviour, your child’s diagnosis (for 
example how long they have been diagnosed for, if they are taking any medication), your child’s 
demographics such as their age and ethnic origin and if your child has experienced any major life 
events (such as parental divorce, family bereavements). Once completed these questionnaires can 
be returned by post in an envelope which will be provided. It should take no longer than an hour 
to complete all of the forms.
A time convenient to you and your child will then be arranged for the researcher to meet with 
your child at the **** Clinic or your home. Your child will first be asked to draw a person and 
then asked to draw a picture of their family. This appointment should take no longer than half 
and hour.
What are the possible disadvantages and risks of taking part?
There are no known risks of taking part in this study. Although unlikely it is possible that you 
might find that participation leads you to think about aspects of your relationship with your child. 
As such, it is possible that completing the questionnaires may cause you some uneasy feelings. If 
this is the case, then you are encouraged to discuss them with your clinician at your next 
appointment at the Child and Adolescent Mental Health Service.
There are no known risks to your child from taking part in this study. The study has been 
designed so that it is child friendly; for example, the drawing of pictures. All attempts will be 
made to put your child at their ease in order to make the situation as comfortable as possible.
What are the possible benefits of taking part?
The information we get from this study may help us to treat future children with Attention Deficit 
Hyperactivity Disorder better.
What if new information becomes available?
Sometimes during the course of a research project, new information becomes available about the 
topic that is being studied. If this happens, the researcher will tell you about it and discuss with 
you whether you wish to continue in the study. If you decide to withdraw, the researcher will 
make arrangements for your child’s care to continue. If you decide to continue in the study, then 
you will be asked to sign an updated consent form.
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On receiving new information, the researcher might consider it to be in your best interests to 
withdraw you from the study. She will explain the reasons and arrange for your child’s care to 
continue.
What if something goes wrong?
Every effort will be made to ensure that there are no adverse effects as a result of this research 
study. It is highly unlikely that the methods being used in this study will have any harmful effects. 
If you or your child were to be harmed by taking part in this research project, there are no special 
compensation arrangements. If you are harmed due to someone’s negligence, then you may have 
grounds for legal action but you may have to pay for it. Regardless of this, if you wish to 
complain, or have any concerns about any aspect of the way you have been approached or treated 
during the course of this study, the normal National Health Service complaints mechanisms 
should be available to you.
Will mv taking part in this study be kept confidential?
All information which is collected about your child during the course of the research will be kept 
strictly confidential. The consent forms will be separated from the questionnaires and held in a 
locked filing cabinet, so that the questionnaires will themselves remain completely anonymous. 
Any information about your child which leaves the clinic will have their name and address 
removed so that they can not be recognised from it. You will be asked if it is acceptable for the 
researcher to notify your child’s GP that they are taking part in the research.
What will happen to the results of the research study?
The results of the study will be written up and submitted as a Major Research Project as part of a 
Doctorate in Clinical Psychology. The results may also be submitted for publication in peer- 
reviewed journals. You will not be identified in any report or publication. If you should wish, then 
you will be sent a brief summary of the findings at the end of the study (August 2004).
Who is organising and funding the research?
The research is being organised and carried out by Ms. Joanne Steer, Trainee Clinical 
Psychologist, University of Surrey. Ms. Candy Schrank-Femandez (Consultant Clinical 
Psychologist) is supervising the research at ** Hospital. The research is being overseen by Dr. 
James Murray, Research Tutor at the University of Surrey.
Who has reviewed the study?
This study has been reviewed and approved by the Local Research Ethics Committee and by the 
University of Surrey’s Advisory Committee on Ethics.
What should I tell mv child?
You may wish to discuss the research with your child and decide together whether you would like 
to take part. It is important that you let your child know that they do not have to take part and if 
they do, they may change their mind at anytime. It is also useful that they know that if they don’t 
take part their will be no consequences for them or their family. You may wish to explain to them 
that you will be filling out some questionnaires as part of the study and they will have to do two 
drawings, one of a person and one of their family. These points will be re-emphasised to your 
child when they meet with the researcher.
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Contact for further information
Consumers for Ethics in Research (CERES) publish a leaflet called Medical Research and You. 
This leaflet gives more information about medical research, and looks at some questions that you 
may want to ask. A copy can be obtained from CERES, PO Box 1365, London N16 OBW.
For further information about the study, please contact: Joanne Steer, Trainee Clinical 
Psychologist via. the Child and Adolescent Mental Health Service at the **** Clinic or e-mail
io steer@hotmaii.com.
This copy of the Information Sheet is yours to keep. If you agree to take part, then 
you will be asked to sign a Consent Form, and you will be given a copy of that form.
Thank you for considering taking part in this study.
Yours sincerely
Joanne Steer
Trainee Clinical Psychologist
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Study Number: PF 168
Patient Identification Number for this trial:
PARENT CONSENT FORM
Title: Understanding Attention Deficit Hyperactivity Disorder and Relationships in Boys 
Name of Researcher: Joanne Steer.
Please Tick Below
1 .1 confirm that I have read and understood the 
information sheet dated 1st May 2003 (Version 1) 
for the above study and have had the opportunity
to ask questions._________________________________________ ________________
2 .1 understand that my child's participation is 
voluntary and that I am free to withdraw at any time, 
without giving any reason, without any medical
care or legal rights being affected. ________________
3 .1 understand that sections of my child’s **** Clinic 
notes may be looked at by the researcher.
I give permission for Joanne Steer to have access
to these records. _________________
4 .1 agree to my child's GP being informed of our 
participation in this study.
5 .1 agree to my child taking part in the above study.
Name of child
Name of Parent Date Signature
Name of person taking consent Date Signature
(If different from the researcher)
 Joanne Steer___________  _____________ ________
Name of Researcher Date Signature
Copies:- Patient, Researcher, CAMHS notes
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Study Number: PF 168 
Child’s Identification Number:
Dear
INVITATION TO PARTICIPATE IN A CLINICAL RESEARCH STUDY
Title of Project Understanding Attention Deficit Hyperactivity Disorder and 
Relationships in Boys
Name of Researcher Joanne Steer
As you know your child has been experiencing some behaviour difficulties at school. As 
part of our continuing effort to improve the service provided, we are carrying out a study 
to investigate whether there is a relationship between Attention Deficit Hyperactivity 
Disorder (ADHD) and the different ways in which children make relationships. I am 
aware that your son does NOT have a diagnosis of ADHD. I would like your son to be 
part of the comparison group, where children do not have ADHD. I would like to ask if 
you would be willing to give permission for your child to take part in this study.
I have enclosed an information sheet, which explains in more detail about the study, and a 
consent form for you to sign if you are happy for your child to take part. I would be 
grateful if you could sign the consent form and return it to the school in the envelope 
provided if you agree.
If you have any fiirther questions about the study, do not hesitate to contact me at via. 
your child’s school.
Yours sincerely
Joanne Steer
Trainee Clinical Psychologist
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Study Number: PF 168
PARENT INFORMATION SHEET
(1st May 2003; Version 2)
Title of Project:
Understanding Attention Deficit Hyperactivity Disorder 
and Relationships in Boys
Name of Researcher: Joanne Steer
You and your child are invited to take part in a research study. Before you decide to take part, it 
is important for you to understand why the research is being done and what it will involve. Please 
take time to read the following information carefully and discuss it with friends, family and your 
GP if you wish. Ask if there is anything that is not clear or if you would like more information. 
Take time to decide whether or not you wish to take part before returning the consent form.
Thank you for reading this.
Background to the study
Recent research has suggested a link between the way children make relationships and Attention 
Deficit Hyperactivity Disorder. It is thought that a child forms a certain style of attachment in 
their early years and that specific styles may be associated with Attention Deficit Hyperactivity 
Disorder. The aim of this study is to explore whether there is a relationship between a child’s 
attachment style and the development of Attention Deficit Hyperactivity Disorder. If such a 
relationship is discovered, then this will enhance our understanding of the factors that can lead to 
Attention Deficit Hyperactivity Disorder and may help to improve the treatment of Attention 
Deficit Hyperactivity Disorder.
WHAT DO WE HAVE TO DO?
PARENT I GUARDIAN
• Read this information sheet
• Discuss the research with your son
• Sign the covwewtform /
• Complete a Conner’s Parent Rating Scale and Strengths &
Difficulties Questionnaire about your son’s behaviour.
• Complete a short demographics questionnaire, this asks for 
information such as who lives in your household.
CHILD
• Discuss the research with a parent I guardian
• Meet with the researcher for about 20 minutes.
• Tell the researcher that they are happy to take part in the 
study.
• Draw a picture of a person.
• Draw a picture of their family.
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Why has mv child been chosen?
Your child has been experiencing some difficulties with his behaviour at school. All boys aged 
between six and ten years who have been experiencing some difficulties with their behaviour in 
school are being asked to take part to provide a control sample against which the clinical 
Attention Deficit Hyperactivity Disorder sample can be compared. Children who do NOT have a 
diagnosis of Attention Deficit Hyperactivity Disorder are being chosen.
Does mv child have to take part?
It is up to you to decide whether or not to take part. If you do decide to take part you will be 
given this information sheet to keep and asked to sign a consent form. If you do decide to take 
part you are still free to withdraw at any time and without giving a reason. A decision to 
withdraw at any time, or a decision not to take part, will not affect the standard of care your child 
receives from their school.
What will happen if mv child takes part?
You will be asked to read and sign a consent form. You will then be asked to complete three 
questionnaires related to your child’s current emotions and behaviour, your child’s demographics, 
for example their age and ethnic background and if your child has experienced any major life 
events (such as parental divorce, family bereavements). Once completed these questionnaires can 
be returned by post in a provided envelope. It should take no longer than an hour to complete all 
of the forms.
A time will then be arranged for the researcher to meet with your child at their school. Your child 
will first be asked to draw a person and then asked to draw a picture of their family. This 
appointment should take no longer than half an hour.
What are the possible disadvantages and risks of taking part?
There are no known risks of taking part in this study. Although unlikely it is possible though that 
you might find that participation leads you to think about aspects of your relationship with your 
child. As such, it is possible that completing the questionnaires may cause you some uneasy 
feelings. If this is the case, then you are encouraged to discuss them with a member of staff at 
your child’s school.
There are no known risks to your child from taking part in this study. The study has been 
designed so that it is child friendly; for example, the drawing of pictures. All attempts will be 
made to put your child at their ease in order to make the situation as comfortable as possible.
As a result of taking part in this research it is possible that your child may be identified as 
possibly experiencing Attention Deficit Hyperactivity Disorder. If such a situation arose, both 
you and your child’s school would be advised. The school would then advise you on where to 
seek further help.
What are the possible benefits of taking part?
The information we get from this study may also help us to treat future patients with both 
Attention Deficit Hyperactivity Disorder and behavioural difficulties better.
What if new information becomes available?
Sometimes during the course of a research project, new information becomes available about the 
topic that is being studied. If this happens, the researcher will tell you about it and discuss with 
you whether you wish to continue in the study. If you decide to withdraw, the researcher will
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make arrangements for your child’s care to continue. If you decide to continue in the study, then 
you will be asked to sign an updated consent form.
On receiving new information, the researcher might consider it to be in your best interests to 
withdraw you from the study. She will explain the reasons and arrange for your child’s care to 
continue.
What if something goes wrong?
Every effort will be made to ensure that there are no adverse effects as a result of this research 
study. It is highly unlikely that the methods being used in this study will have any harmful effects. 
If you or your child were to be harmed by taking part in this research project, there are no special 
compensation arrangements. If you are harmed due to someone’s negligence, then you may have 
grounds for legal action but you may have to pay for it. Regardless of this, if you wish to 
complain, or have any concerns about any aspect of the way you have been approached or treated 
during the course of this study, the normal Local Education Authority complaints mechanisms 
should be available to you.
Will mv taking part in this study be kent confidential?
All information which is collected about your child during the course of the research will be kept 
strictly confidential. The consent forms will be separated from the questionnaires and held in a 
locked filing cabinet, so that the questionnaires will themselves remain completely anonymous. 
Any information about your child which leaves the school will have their name and address 
removed so that they can not be recognised from it.
What will happen to the results of the research study?
The results of the study will be written up and submitted as a Major Research Project as part of a 
Doctorate in Clinical Psychology. The results may also be submitted for publication in peer- 
reviewed journals. Your child will not be identified in any report or publication. If you should 
wish, then you will be sent a brief summary of the findings at the end of the study (August 2004).
Who is organising and funding the research?
The research is being organised and carried out by Ms. Joanne Steer, Trainee Clinical 
Psychologist, University of Surrey. The research is being overseen at the Behaviour Support 
Team by Ms. Emma Bradshaw, Behaviour Support Team Leader. The research is being 
supervised by Dr. James Murray, Clinical Psychologist and Research Tutor at the University of 
Surrey.
Who has reviewed the study?
This study has been reviewed and approved by the Local Research Ethics Committee and by the 
University of Surrey’s Advisory Committee on Ethics.
What should I tell mv child?
You may wish to discuss the research with your child and decide together whether you would like 
to take part. It is important that you let your child know that they do not have to take part and if 
they do, they may change their mind at anytime. It is also useful that they know that if they don’t 
take part their will be no consequences for them or their family. You may wish to explain to them 
that you will be filling out some questionnaires as part of the study and they will have to do two 
drawings, one of a person and one of their family. If you decide to take part these points will be 
re-emphasised to your child when they meet with the researcher.
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Contact for further information
Consumers for Ethics in Research (CERES) publish a leaflet called Medical Research and You. 
This leaflet gives more information about medical research, and looks at some questions that you 
may want to ask. A copy can be obtained from CERES, PO Box 1365, London N16 OBW.
For further information about the study, please contact: Joanne Steer, Trainee Clinical 
Psychologist via. the Behaviour Support Team or e-mail io steer@hotmail.com.
This copy of the Information Sheet is yours to keep. If you agree to take part* then 
you will be asked to sign a Consent Form, and you will be given a copy of that form.
Thank you for considering taking part in this study.
Yours sincerely
Joanne Steer
Trainee Clinical Psychologist
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Study Number: PF 168 
Child Identification Number:
PAKEbJT CONSENT TOKM
Title: Understanding Attention Deficit Hyperactivity Disorder 
and Relationships in Boys
Name of Researcher: Joanne Steer.
Please Tick Below
1 .1 confirm that I have read and understood the 
information sheet dated 1st May 2003 (Version 2) 
for the above study and have had the opportunity
to ask questions._________________________________________ ________________
2 .1 understand that my child’s participation is 
voluntary and that I am free to withdraw at any time, 
without giving any reason, without any medical
care or legal rights being affected. ________________
3 .1 agree to my child taking part in the above study. ________________
Name of child
Name of Parent Date Signature
Name of person taking consent Date Signature
(If different from the researcher)
 Joanne Steer___________  ____________  _______ _
Name of Researcher Date Signature
Copies:- Parent, Researcher, SENCO notes
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Study Number: PF 168
Dear
I would like to thank both you and * for your participation in the research study on 
understanding relationships and Attention Deficit Hyperactivity Disorder (ADHD) in 
boys, I am writing to provide you with feedback from the questionnaires and your child’s 
drawings completed for the research study.
1. The Revised Conners’ Parent Rating Scale
The Conners’ Rating Scale completed by a parent is designed to assess for emotional and 
behavioural difficulties in children aged 3-17 years old. In particular, it examines 
whether a child is reported to be experiencing the sorts of difficulties seen in ADHD.
The Conners’ Parent Rating Scale completed showed that * experiences significant 
difficulties when compared to boys of the same age in Hyperactivity, Inattention and 
Oppositional Behaviour. *’s scores are consistent with his diagnosis of ADHD.
2. The Strengths & Difficulties Questionnaire
This questionnaire is designed to assess for emotional and behavioural difficulties in 
children aged 4-16 years. The questionnaire also focuses on how severe the difficulties 
are and how much they impact on the child’s life.
The Strengths & Difficulties Questionnaire completed for * again shows that he is 
experiencing significant difficulties with getting on with children his own age, conduct 
problems and hyperactivity. * has some needs with emotional difficulties. *’s strength is 
his “pro-social” (helping) behaviour.
* has been experiencing these difficulties for five to twelve months. The difficulties 
distress * only a little, they do not impact on his home life, friendships or leisure 
activities, they impact a little on his classroom learning.
3. The Draw a Man Test
For this test your child was asked to draw a picture of a man. All pictures were then 
scored to assess your child’s drawing ability.
*’s drawing of a man was given a score of 87 (a score of 85 - 115 is average). This 
indicates that his drawing ability is in the average range for his age group.
4. The Family Drawing Test
Your child was asked to draw a picture of their family for this test. Children’s drawings 
can tell us a lot about how children see their family, and also about how they feel about 
relationships, particularly to their parents or carers (this is called their “attachment
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style”).This test is designed to assess your child’s style of forming relationships. All 
drawings were scored by two researchers.
When your son was asked to draw a picture of his family he drew his sister * and himself. 
*’s drawing appeared to show that he currently experiences some difficulties in forming 
relationships.
If you have any further questions about this feedback or the research study please do not 
hesitate to speak to a member of staff at you child’s school or alternatively contact me via 
your child’s school. Thank you once again for your help with this research study.
Yours sincerely
Joanne Steer
Trainee Clinical Psychologist 
Cc: CAMHS file
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The Kolgorov-Smirnov Test Results
Table 18
The Kolgorov-Smirnov test for normality of distribution -  Family Drawing Test
Global Rating Scale Z value Significance
Security Score 0.812 0.525
Vitality/ Creativity 0.900 0.392
Family Pride/ Happiness 0.830 0.496
Vulnerability 0.791 0.558
Emotional distance/ isolation 1.617 0.011*
Tension / Anger 0.702 0.707
Role-reversal 0.932 0.352
Bizarreness / dissociation 1.077 0.196
Global Pathology 0.994 0.277
•significant at 0.05
Table 19
The Kolgorov-Smirnov test for normality of distribution -  Strengths & Difficulties
Questionnaire
Scale Z Value Significance
Conduct problems 0.354 1.0
Hyperactivity 1.237 0.094
Emotional symptoms 0.884 0.415
Peer problems 1.237 0.094
Pro-social behaviour 0.530 0.941
Total difficulties 1.591 0.013*
•significant at 0.05
Table 20
The Kolgorov-Smirnov test for normality of distribution -  Draw A Man Test
Variable Z Value Significance
Standard Score 0.563 0.910
Table 21
The Kolgorov-Smirnov test for normality of distribution -  Conners’ Questionnaire
Scale / Index Z Value Significance
Oppositional 1.237 0.094
Inattention 0.884 0.415
Hyperactivity 1.945 0.001*
ADHD Index 1.414 0.037*
* significant at 0.05
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Kurtosis and Skewness Test Results
Table 22
Check for Kurtosis & Skewness -  Family Drawing Test
Global Rating Kurtosis Kurtosis Skewness Skewness
Scale Statistic Standard Statistic Standard
Error Error
Security Score -0.153 0.798 -0.262 0.409
Vitality/ -1.204 0.798 -0.326 0.409
Creativity
Family Pride/ -1.427 0.798 0.001 0.409
Happiness
Vulnerability -0.777 0.798 -0.403 0.409
Emotional 2.431 0.798 0.799 0.409
distance/
isolation
Tension / Anger -1.103 0.798 0.012 0.409
Role-reversal 5.209* 1.038 1.949* 0.536
Bizarreness / -0.877 0.798 0.099 0.409
dissociation
Global -1.422 0.798 -0.011 0.409
Pathology
* significant at 0.05
Table 23
Check for Kurtosis & Skewness - Strengths & Difficulties Questionnaire
Scale Kurtosis Kurtosis Skewness Skewness
Statistic Standard Statistic Standard
Error Error
Conduct -0.834 0.809 0.395 0.414
problems
Hyperactivity -1.342 0.809 -0.305 0.414
Emotional -0.619 0.809 0.450 0.414
symptoms
Peer problems -0.408 0.809 0.512 0.414
Pro-social 0.76 0.809 0.465 0.414
behaviour
Total -0.675 0.809 -0.223 0.414
difficulties
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Table 24
Check for Kurtosis & Skewness -  Draw A Man Test
Variable Kurtosis Kurtosis Skewness Skewness
Statistic Standard Statistic Standard
 _________________  Error_______ Error
Standard Score______ 0.535  0.798_______ 0.448__________ 0.409
Table 25
Check for Kurtosis & Skewness -  Conners’ Questionnaire 
Scale / Index Kurtosis Kurtosis Skewness Skewness
Statistic Standard Statistic Standard
________________________________ Error_______________________ Error
Oppositional -0.644 0.809 -0.548 0.414
Inattention -0.661 0.809 -0.705 0.414
Hyperactivity -1.071 0.809 -0.315 0.414
ADHD Index -0.623 0.809 -0.673 0.414
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ADHD Drawing (3)
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Table 26
for ADHD drawinScorm
Specific Marker Present or absent Specific Marker Present or absent
(Y/N) (Y/N)
Lack of N False starts Y
individuation
Arms downward, N Exaggeration of Y
close to body heads
Absence of Y Exaggeration of Y
background detail arms / hands
Figures not Y Lack of colour Y
grounded
Incomplete figures N Omission of mother 
or child
N
Figures v. close Y Disguised family N
together members
Figures separated by N Mother not Y
barriers feminised
Unusually small N Males / females Y
figures undifferentiated by 
gender
Unusually large N Mother far apart N
figures from child
Figures on comer of N Scrunched figures N
page
Exaggeration of soft N Negative / neutral N
body parts facial affect
Exaggeration of Y Unusual signs N
facial features
Global Scales 1 2  3 4 i 6 7
Vitality Z
Family Pride Z
Vulnerability Z
Emotional distance z
Tension Z
Role-reversal z
Bizarreness Z
Global Pathology Z
Overall rating: insecure ‘C’ ambivalent.
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Control Drawing (33)
Pebbles Dog Mum
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Table 27
for Control DrawinScorm
Specific Marker Present or absent 
(Y/N)
Specific Marker Present or absent 
(Y/N)
Lack of N False starts N
individuation
Arms downward, N Exaggeration of Y
close to body heads
Absence of N Exaggeration of Y
background detail arms / hands
Figures not N Lack of colour N
grounded
Incomplete figures N Omission of mother 
or child
N
Figures v. close N Disguised family N
together members
Figures separated by N Mother not N
barriers feminised
Unusually small N Males / females N
figures undifferentiated by 
gender
Unusually large N Mother far apart Y
figures from child
Figures on comer of N Scrunched figures N
page
Exaggeration of soft N Negative / neutral N
body parts facial affect
Exaggeration of N Unusual signs N
facial features
Global Scales 1 2  3 4 5 6 7
Vitality Z
Family Pride Z
Vulnerability Z
Emotional distance Z
Tension z
Role-reversal z
Bizarreness z
Global Pathology z
Overall rating: secure ‘B \
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Inter-rater reliabilities of Family Drawing Test Specific Signs
Table 28
Inter-rater reliabilities of Family Drawing Test Specific Signs______________________
Specific Signs Pearson r
Lack of individuation of family members 0.798
Arms positioned downward, close to body 1.0
Absence of background detail 0.693
Figures not grounded on page or imaginary surface 0.686
Incomplete figures 0.559
Figures positioned extremely close together 1.0
Figures separated by barriers 0.692
Unusually small figures 0.749
Unusually large figures 1.0
Figures positioned on comer of page 0.657
Exaggeration of soft body parts -0.74*
Exaggeration of facial features 0.890
False starts / scratched out figures 0.873
Exaggeration of heads 0.802
Exaggeration of arms/hands 1.0
Lack of colour in drawing 0.915
Complete omission of mother or child 1.0
Disguised family members 0.799
Mother figure not feminised 0.846
Males, females undifferentiated by gender 1.0
Mother far apart from child on page 0.923
Scrunched figures 1.0
Negative or neutral facial affect 0.736
Unusual signs/symbols/scenes 0.612
*Only correlation not significant at 0.01 level.
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Appendix 16
Effect Size Calculations for Non-significant Global Rating Scales
Table 29
Effect size calculations for non-significant global rating scales
Rating Scale Effect size Alpha Power Total n required to be
calculated significant with this effect size
d
Vitality / Creativity 0.077 0.05 0.8 4174
Vulnerability 0.584 0.05 0.8 74
Emotional Distance / 
Isolation
0.033 0.05 0.8 22712
Tension / Anger 0.606 0.05 0.8 70
Role Reversal 0.263 0.05 0.8 360
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Low Vs High Family Pride in Drawings
ADHD Drawing (no. 6)
Family Pride rated  as very low
Control Drawing (no. 32) 
Family Pride rated as very high
A ppendix 18 
High Vs Low Bizarreness in Drawings
ADHD Drawing (no. 19)
Bizarreness ra ted  as very high
C ontrol Drawing (no. 27) 
B izarreness rated  as lov
A ppendix 19 
High Vs Low Global Pathology in Drawings
ADHD Drawing (11)
i
■
/
obal Pathology rated  as high
Control Drawing (24)
Global Pathology rated  as low
Ccxv-l /; t?
(ieckT
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